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July  18,    1977 


Mr.   John  S.    Fitzpatrick 

Office  of  Budget  and  Program  Planning 

State  of  Montana 

Capitol  Building 

Helena,    Montana  59601 

Dear  Mr.    Fitzpatrick: 

The  report  which  follows  contains  our  findings  and  recommendations 
regarding  management  and  financing  of  the  mental  health  and  developmentally 
disabled  deinstitutionalization  program  in  the  State  of  Montana.     The  data  con- 
tained in  the  report  should  be  reviewed  and  analyzed  subject  to  the  following 
considerations : 

Program  performance;  institutional  and  community  population; 
and  cost  data  are  based  on  our  estimates  and  were  calculated  by 
our  team  based  on  information  collected  from  the  various  state 
and  community  level  agencies  involved  in  the  program.     It  should 
be  noted  that  program  performance  and  cost  data  provided  by  the 
various  agencies  were  often  inconsistent  or  in  conflict;  that  in 
many  instances  (especially  in  regard  to  the  mental  health  component 
of  the  deinstitutionalization  program)  cost  data  were  essentially 
unavailable  or  had  to  be  constructed  and  estimated  from  incom- 
plete sources;  and  that,   while  program  personnel  (who  reviewed 
drafts  of  our  report)  criticized  cost  and  performance  data,  they 
were  unable  to  provide  alternative  data  to  replace  our  estimates. 

The  data  displayed  in  the  report  reflect  the  situation  as  of 
November  1976   -  February  1977  when  the  field  data  collection 
component  of  the  study  was  conducted. 

Our  overall  findings  are  documented  in  detail  in  the  attached  report.      They 
can  be  summarized  as  follows: 


There  appears  to  have  been  substantial  progress  made  in  terms  of 
deinstitutionalizing  both  mental  health  and  developmentally  disabled 
patients. 


This  progress  appears  to  be  more  a  result  of  the  activities  of 
individuals  than  the  direct  product  of  management  and  coordination 
effected  by  the  state  level  agencies  responsible  for  program 
implementation.     It  is  our  conclusion,   that  on  an  overall  basis, 
there  is  a  critical  lack  of  leadership  at  the  top  levels  of  the  mental 
health  and  developmentally  disabled  deinstitutionalization  programs. 
The  current  absence  of  overall  performance  targets;  repeated 
examples  of  interagency  conflict  and/or  communication  gaps;  and 
the  absence  of  consistent  and  in-depth  evaluation  data  and  analysis 
at  the  top  levels  of  the  program  attest  to  this  gap  in  top-level 
centralized  leadership. 

In  recent  months,    deinstitutionalization  performance  has  slowed 
as  institutional  populations  have  been  reduced  to  clients  with  more 
intensive  and  intense  service  needs   --  service  needs  dictating  more 
complex  service  structures  and  resources  at  the  community  level 
if  these  patients  are  to  be  deinstitutionalized.     While  we  recognize 
these  factors  as  reasons  for  the  program  slow-down  and  indeed  - 
to  maintain  quality  patient  services  -  a  slowdown  probably  makes 
sense;  we  also  found  substantial  gaps  in  top  level  planning  involving 
resource  allocation;  community  level  service  definition;  and  the 
like  related  to  transition  in  the  nature  and  scope  of  patients  who 
are  deinstitutionalization  candidates. 

The  existing  structure  for  financing  agencies  involved  in  the  dein- 
stitutionalization program  -  based  on  appropriating  funds  to  each 
of  those  agencies  is  not  basically  consistent  with  overall  dein- 
stitutionalization objectives. 

Throughout  our  report,   we  have  identified  key  steps,    involving  both 
overall  management  and  financing  structure,   which  we  feel  should  be  taken  to 
consolidate  progress  made  to  date  and  continue  the  program  into  the  future. 
Of  all  these  suggestions,  we  feel  introducing  top  level  management  leadership 
is  the  most  critical  need. 


We  have  enjoyed  the  opportunity  to  work  with  you  and  have  found  the 
study  to  be  a  most  interesting  and  challenging  project.     We  enclose  the  progress 
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Montana  has  made  to  date  and  feel  that,  with  the  adjustments  outlined  in  the 
report,   the  deinstitutionalization  program  can  prove  to  be  a  humane  and  cost- 
effective  continuing  approach  for  serving  the  mentally  ill  and  developmentally 
disabled. 


Sincerely  yours, 


John  W.   Heiss  HUGHES,   HEISS  &  ASSOCIATES 

Principal 
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I.       DEINSTITUTIONALIZATION 
IN  PERSPECTIVE 


I.       DEINSTITUTIONALIZATION 
IN  PERSPECTIVE 

In  recent  years,   attitudes  toward  the  care  and  treatment  of  mentally 
ill  and  developmentally  disabled  individuals  have  shifted  significantly.     While 
historically,    care  and  treatment  emphases  focused  on  aiding  people  within  the 
confines  of  an  institution,  more  recent  philosophy  holds  that  care  and  treat- 
ment for  both  developmentally  disabled  and  mentally  ill  people  should  be  pro- 
vided in  the  least  restrictive  setting  possible  consistent  with  the  availability 
of  adequate  care  and  treatment  services.     As  treatment  philosopies  have 
changed,   a  variety  of  federal  and  state  mandates  have  been  established  to 
provide  the  impetus  for  necessary  changes  in  orientation  for  the  delivery  of 
both  mental  health  and  developmentally  disabled  services.     A  key  result  of 
these  mandates  has  been  the  development  of  a  deinstitutionalization  program 
in  Montana.     Essentially,   the  program  has  two  major  thrusts: 

To  the  extent  possible,    recognizing  patient  and  resident  needs 
and  community  treatment  services  available,   to  relocate  patients 
from  the  state  institutions  and  place  them  in  community  based 
treatment  settings. 

To  sharply  restrict  the  future  institutionalization  of  most 
developmentally  disabled  people  and  selected  mental  health 
patients  and  provide  alternative  treatment  and  developmental 
services  at  the  community  level. 

The  chapter  which  follows  provides  some  historical  perspective  on  the 

development  of  Montana's  deinstitutionalization  program  and  describes  the 

legal  foundation,    structure,   and  results  to  date  of  the  current  program. 


1.  A  COMBINATION  OF  FEDERAL  MANDATES,  STATE  LEGISLATION, 

AND  STATE  EXECUTIVE  POLICY  DIRECTIVES  HAVE  PROVIDED 
THE  IMPETUS  FOR  DEINSTITUTIONALIZATION  IN  MONTANA 

The  roots  of  the  current  Montana  deinstitutionalization  program  lie  in 
the  1974-1975  period.     The  events  which  occurred  during  this  period,    coupled 
with  the  influence  of  new  federal    legislation,   led  the  Governor  and  the  State 
Legislature  to  formally  direct  development  and  implementation  of  Montana's 
program  of  deinstitutionalization.     Key  elements  of  this  developmental  pro- 
cess are  described  in  the  paragraphs  which  follow: 

(1)        Institutional  Labor  Problems  And  Threat  Of  A  Federal  Suit 
Focused  Public  Attention  On  Institutional  Conditions 

During  1974,   employee  strikes  occurred  at  Warm  Springs  State 
Hospital  and  the  Boulder  River  School  and  Hospital.     To  ensure  that 
the  institutions'  residents  received  subsistence  care,   elements  of  the 
State  National  Guard  were  mobilized  and  assigned  to  the  institutions 
to  operate  the  physical  plants,   provide  food  services,   and  in  general, 
replace  striking  employees. 

The  strike  and  subsequent  mobilization  of  the  National  Guard 
focused  public  attention  on  the  institutions  including  both  the  physical 
conditions  of  the  institutional  facilities  as  well  as  the  level  of  care, 
treatment,   and  developmental  services  provided  to  inmates.     A  product 
of  this  attention  was  a  federal  government  suit  involving  the  Boulder 
River  School  and  Hospital. 

On  November  8,    1974,   the  federal  government  through  the  U.S. 
Attorney  filed  a  civil  action  in  the  United  States  District  Court  against 
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the  State  Director  of  Institutions,   the  Acting  Superintendent  of  Boulder 
River  School  and  Hospital,    and  the  Acting  Director  of  the  Division  of 
Mental  Retardation  alleging  serious  and  widespread  violations  of  the 
rights  of  residents  and  potential  residents  of  the  Boulder  River  School 
and  Hospital  guaranteed  by  the  Eighth,    Thirteenth  and  Fourteenth 
Amendments  of  the  United  States  Consitution.     Although  the  court  dis- 
missed this  suite  on  the  basis  that  the  federal  government  did  not  have 
standing  to  bring  such  a  suit,   the  incident,    coupled  with  selected  re- 
visions in  key  federal  laws  and  related  funding  programs,   provided 
the  impetus  for  the  state  to  reconsider  its  existing  approaches  to  serving 
mentally  ill  and  developmentally  disabled  individuals. 

(2)        A  Combination  of  Federal  Legislation  And  Court  Decisions 
Elsewhere  In  The  United  States  Encouraged  The  State  To 
Revise  Existing  Approaches  For  Serving  Developmentally 
Disabled  Individuals 

During  the  period  1972-1975,   two  key  federal  court  decisions 

(Wyatt  versus  Stickney  and  the  New  York  Association  For  Retarded 

Children,    Inc.   versus  Carey)  established  precedents  regarding  the 

level  and  nature  of  service  public  jurisdictions  were  responsible  for 

providing  developmentally  disabled  citizens.     These  decisions  mandated 

the  nature  of  facilities  which  were  minimally  acceptable  to  house 

developmentally  disabled  citizens  and  stipulated  that  staff- -resident 

ratio  would  have  to  reach  certain  levels  or  the  institutions  would  be 

closed.     While  these  decisions  did  not  bind  Montana,   they  did  indicate 


that  the  state  was  vulnerable  to  suit  and  that  a  suit  could  impose 

standards  which  might  result  in: 

Substantial  increases  in  institutional  operating  costs. 

Significant  loss  of  state  control  over  the  design  and  cost  of 
services  provided  to  institutionalized  patients. 

Perhaps  as  an  outgrowth  of  the  Wyatt -Stickney  and  related 
decisions,   the  U.S.    Congress  mandated  (Section  III,    Title  II,   Public 
Law  94-103)  not  only  that  developmentally  disabled  individuals  had  the 
right  to  certain  services  which  would  help  them  maximize  their  full 
developmental  potential,    but  also  that  these  services  should  be  pro- 
vided in  a  setting  which  is  "least  restrictive  of  a  person's  liberty.  " 
The  law  also  held  that  federal  funds  could  be  withheld  if  services  were 
not  provided  consistent  with  the  spirit  and  specific  requirements  of 
the  law.     Appendix  A  at  the  end  of  this  report  contains  a  more  extensive 
discussion  of  federal  and  state  laws  and  state  executive  policies  which 
relate  to  deinstitutionalization. 

Thus,   the  court  decisions  and  the  resulting  federal  law  made  it 

likely  that  without  action,   the  state  might  be  forced  by  court  action  to 

alter  its  service  delivery  approach  and  that  federal  subventions,    clearly 

a  key  element  in  supporting  programs  for  the  developmentally  disabled, 

might  be  lost. 

(3)        In  1975,    The  Montana  State  Legislature  Passed  Two  Key 

Bills  Which  Established  Parameters  For  Deinstitutionalization 

The  development  of  legislation  in  Montana  to  establish  a  basis 

for  a  new  treatment  orientation  to  the  developmentally  disabled  and 
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and  mentally  ill  began  in  1974  and  culminated  in  1975  with  the  passage 

of  two  key  bills.     The  1974  developments  included  the  following: 

The  passage  of  the  Montana  Developmental  Disabilities    Act 
in  1974  which  assigned  the  Department  of  Social  and  Rehabilita- 
tive Services  specific  responsibility  for  developing  responsive 
services  for  the  prevention  and  treatment  of  developmental 
disabilities.    As  a  result  of  this  assignment  of  responsibilities, 
the  SRS  established  an  organizational  unit  (first    the  Bureau 
of  Developmental  Disabilities,    and  since  1976,   a  division)  to 
develop  and  implement  service  programs  responsive  to  the  act.     In 
addition,   the   act  mandated  development  of  community  based 
services  for  the  developmentally  disabled  and  also  established 
state  and  regional  level  advisory  councils  designed  to  provide 
citizen  input  to  needs  assessment  and  program  development. 

The  adoption  of  House  Joint  Resolution  No.    66  in  March     1974 
which  requested  the    Governor  to  appoint  a  study  panel  to  assess 
directions  the  state  should  take  in  the  treatment  of  the  mentally 
ill.     This  committee,    once  appointed  by  the  Governor,    became 
the  State  Mental  Health  Advisory  Council  and  was  organized  to 
provide  input  on  a  continuing  basis.     Committee  activities  cul- 
minated in  the  issuance  of  a  comprehensive  report  in  January 
1977,   a  report  which  recommended  reduction  in  institutional 
populations  and  increase  in  the  treatment  of  the  mentally  ill 
with  community  based  services. 

Following  these  initial  steps  and  consistent  with  steps  being  taken 

at  the  federal  level,   the  Montana   Legislature  passed  two  landmark  bills 

which  provided  direct  impetus  for  the  deinstitutionalization  of  the  care 

and  treatment  of  developmentally  disabled  and  mentally  ill  people: 

In  April     1975,   the  passage  of  S.  B.    388  ("An  Act  to  Provide  for 
The  Identification,    Habilitation,   And  Human  Rights  Of  The 
Developmentally  Disabled")  established  a  clear  mandate  for 
the  deinstitutionalization  of  developmentally  disabled  individuals. 
Overall,   the  Act  mandated  individual  evaluation  of  all  institution- 
alized patients  and  residents  and  development  of  plans  to  transfer  all 
but  the  most  severely  retarded  individuals  to  less  restrictive,    com- 
munity based  settings  and  increased  barriers  to  future  institutionaliza- 
tion of  developmentally  disabled  people. 


During  the  same  session,   the  legislature  also  enacted  S.B  .    377 
the  "Treatment  Of  The  Mentally  111  Act.  "    The  purpose  of  the 
Act  was  to  apply  to  the  treatment  of  mentally  ill  patients,   the 
same  principles  of  the  "least  restrictive  care  environments 
feasible"  --  comparable  to  the  principles  set  forth  in  S.B.    388 
for  the  treatment  of  the  developmentally  disabled.     Essentially 
the  act  made  involuntary  commitments  more  difficult  and  stated 
that  patients  should  be  institutionalized  only  when  adequate  com- 
munity based  services  were  unavailable. 

In  concert,   these  pieces    of  legislation  influenced  the  shift  in 

focus  for  treating  the  mentally  ill  and  the  developmentally  disabled  in 

Montana  and  provided  the  basis  for  administrative  development  and 

implementation  of  a  statewide  program  of  deinstitutionalization. 

(4)        A  Variety  Of  Policy    Directives  Have  Served  To  Set  Some 
Specific  Targets  For  Deinstitutionalization 

The  legislation  described  in  the  preceding  paragraphs  defined  the 
overall  direction  for  treatment  and  care  services  and  subsequent  policy 
directives  further  refined  the  nature  and  scope  of  detailed  implementa- 
tion activities  required  to  meet  the  legislature's  mandate.     Key  steps 
in  the  evolution  of  policy  included  the  following: 

Following  the  enactment  of  the  legislation  mandating  dein- 
stitutionalization,  the  legislature  adopted  a   biennial  budget 
which  reflected: 

Financing  Boulder  River  School  and  Hospital  at 
decreasing  levels  over  the  two  year  period  to  reflect 
the  cost  impact  of  transferring  institutionalized  patients 
to    community  based  settings. 

Allocation  of  resources,  through  the  DD  Division  of  the 
Department  of  Social  and  Rehabilitation  Services,   to     > 
stimulate  the  development  of  community  services  adequate 
to  meet  the  needs  of  deinstitutionalized  patients  and  residents, 
These  resources  were  also  intended  to  mobilize  services  for 
developmentally  disabled  individuals  who  were  resident 
in  the  community  and  were  not  institutionalized. 


Concurrent  with  the  adoption  of  the  budget,   quantitiative  targets 
for  depopulating  Boulder  were  set  through  joint  action  and 
agreement  of  staff  from  the  DD  Division,    BRSH  and  the  Office 
of  Budget  and  Program  Planning.     These  targets  were  accepted 
by  the  legislature;  used  as  a  basis  for  appropriation  decision 
making;  but  not  reflected  in  the  appropriation  bill  or  supporting 
legislation.     These  targets  were  as  follows: 

Return  238    BRSH  residents  to  the  community  by 
June  30,    1977. 

Deinstitutionalize  40  patients  from  Galen  State  Hospital 
over  the  same  time  period. 

Subsequent  to  the  close  of  the  legislative  session  in  1975,   more 
specific  targets  related  to  the  developmentally  disabled  dein- 
stitutionalization program  were  developed  by  the  Office  of 
Budget  and  Program  Planning  and  approved  by  the  Governor. 
These  directives  included: 

Setting  specific  targets  for  the  number  of  residential 
placement  opportunities  to  be  developed  by  the  DD  Division 
over  the  course  of  the  biennium. 

Establishing  time  frames  within  which  community  based 
residential  placement  opportunities  must  be  filled. 

This  policy  directive  was  further  refined  by  a  subsequent  statement 
and  addendum  of  DD  Deinstitutionalization  Program  Direction  which 
was  signed  by  the  Governor  and  involved  department  heads  on 
February  1,    1977.     This  three  stage  plan: 

Sets  baseline  DD  populations  for  the  three  state  institutions 
as  of  July  1,    1977. 

Provides  for  the  transfer  of  some  non-ambulatory  care 
patients  from    BRSH  to  state  owned  and  operated  nursing 
home  s . 

Charges  the  DD  Division  with  placing  130  individuals  (from 
BRSH  and  Galen)  in  community  settings;  states  that  there 
will  be  no  DD  patients  at  Warm  Springs  and  Galen,   and 
that  the  institutionalized  population  at  BRSH  will  be  in 
the  120-150  patient  range  by  the  end  of  the  biennium. 
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(5)        Most  Target  Setting  Has  Been  Accomplished  By  Agencies 

External  To  Those  Directly  Involved  In  The  Deinstitutionalization 
Process 

Review  of  the  developmental  process  described  above  leads  to 
several  interesting  conclusions: 

Quantitative  targets  involving  number  of  patients  to  be  dein- 
stitutionalized, timing  for  achieving  community  placements, 
and  the  like  are  focused  almost  solely  on  the  developmentally 
disabled.     To  date,   virtually  no  overall  targets  have  been  established 
for  mentally  ill  patient  services.     This  includes. 


Identifying  and  quantifying  which  portion  of  the  total  Warm 
Springs  State  Hospital  population  could  be  considered  candi- 
dates for  deinstitutionalization.     While  we  recognize  that 
there  were  widespread  and  rather  extensive  approaches  to 
identifying  specific  deinstitutionalization  candidates, 
developing  habilitation  (i.e.    community  placement  and  service 
need  plans),   and  the  like,   it  appears  that  this  overall  approach 
was  characterized  by  the  following  problems.     A  general  lack 
of  organized  monitoring  and  evaluation  of  actual  progress  made 
as  well  as  any  real  analysis  of  the  negotiation  process  between 
the  state  level  institutions  and  the  regionally  oriented  com- 
munity mental  health  centers.     The  inability  of  Department 
of  Institutions  central  office  staff  to  provide  accurate  and 
consistent  statistics  describing  performance  and  cost,    coupled 
with  the  vagueness  and  incompleteness  of  many  of  the  "habilita- 
tion plans"  which  we  reviewed,   are  key  symptoms  of  the  lack 
of  uniform  and  broadly  accepted  (and  monitored)  targets  related 
to  deinstitutionalization  performance  related  to  mental  health 
patients. 


Tasking  specific  units  and  individuals  within  the  Department 
of  Institutions  with  detailed  responsibilities  for  meeting  the 
legislative's  1975   mandate. 
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Identifying  specific  needs  for  development  of  community  place- 
ment opportunities. 

Stipulating  specific  time  frames  for  achieving  deinstitution- 
alization target  s . 

Until  only  recently   (the  OBPP  February  1,    1977  policy  directive), 
quantitative  targets  for  dealing  with  the  developmentally  disabled 
beyond  those  targets  set  in  1975  were  largely  informal. 

In  all  cases,    it  appears  that  all  target  setting  in  the  program  has 
been  enunciated  and  negotiated  by  the  Governor's  office  and  not 
by  the  managers  of  those  units  involved  directly  in  program 
operation  including  top  management  in  the  Department  of 
Institutions,   the  Department  of  Social  and  Rehabilitative  Services, 
the  institutions,    or  the  DD  and  mental  health  service  divisions. 


As  noted  earlier,   Appendix  A  at  the  end  of  this  report  contains  more 
detailed  descriptions  of  the  legislation  and  policy  directives  which  have  shaped 
Montana's  deinstitutionalization  program. 

2.         WHILE  THE  ENABLING  LEGISLATION  PROVIDED  FINANCING 
MECHANISMS  TO  FACILITATE  DEINSTITUTIONALIZATION, 
THESE  MEASUR.ES  HAVE  BEEN  ONLY  PARTIALLY  USED  TO  DATE 

At  the  time  the  legislature  mandated  deinstitutionalization,    it  was 

recognized  that,    as  the  program  progressed  and  patients  moved  from  the 

institution  to  the  community,  provisions  might  need  to  be  made  to  adjust 

financial  resource  allocations.     Two  basic  approaches  were  developed  -- 

both  based  on  the  general  concept  of  tying  financial  resources  to  the  patient 

and  allocating  these  resources  as  patients  move  from  the  institution  to  the 

community. 

(1)        A  Budget  Transfer  Mechanism  Was  Authorized  To  Finance 
Patient  Service  Shifts  For  The  Developmentally  Disabled 

To  deal  with  cost  shifts  related  to  the  deinstitutionalization  of 

developmentally  disabled  patients,    the  legislature  provided  that 


(Section  71-2414  of  the  Montana  Developmental  Disabilities  Services  Act) 
"funds  appropriated  to  the  Department  of  Insitutions  and  the  Boulder  River 
School  and  Hospital  for  program  for  the  developmentally  disabled  may- 
be transferred  by  budget  amendment,    --if  there  is  a  significant 
reduction  in  residents  at  the  Boulder  River  School  and  Hospital  which 
results  in  less  expenditures  at  that  institution  than  allowed  by  legis- 
lative appropriation.  " 

Reciprocally,   the  legislature  also  provided  that  "funds  appropriated 
to  the  Department  of  Social  and  Rehabilitative  Services  for  comprehensive 
developmental  disability  systems  may  be  transferred  by  budget  amendment  -■ 
to  Boulder  River  School  and  Hospital  if  the  number  of  residents  at 
that  institution  is  not  significantly  reduced  by  the  provision  of  services 
by  the  department  under  this  chapter." 

It  appears  the  intent  of  the  legislation  was  as  follows: 

To  encourage  the  institution  to  reduce  operating  costs  as 
patient  population  decreases. 

To  ensure  that  institutional  cost  reductions  could  be  transferred 
to  the  community  to  contribute  to  the  cost  of  the  community  based 
services  being  provided  to  individuals. 

To  date,   the  mechanism  has  not  been  used  and  no  budget  transfers 

have  occurred.     There  appear  to  be  two  major  reasons: 

Patient  deinstitutionalization  has  been  moderately  below  anticipated 
levels. 

More  than  adequate  funds  (Federal  Title  XX  and  Montana  General 
Fund  resources)  were  allocated  to  the  DD  Division  to  purchase 
community  based  services.     Because    of  funding  adequacy,   there 
has  been  no  pressure  to  transfer  funds  from  the  Boulder  budget. 
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(2)        Inter-Agency  Contracts  Were  Authorized  To  Cover  Service 
Cost  Shifts  Resulting  From  The  Deinstitutionalization  Of 
Mentally  111  Patients 

Concurrent  with  legislation  encouraging  the  less  restrictive  treat- 
ment of  selected  mentally  ill  patients,  the  legislature  (through  Senate 
Bill  378)  also  provided  authorization  for  the  establishment  of  service 
contracts  between  Warm  Springs  and  the  Community  Mental  Health 
Centers.     The  purpose  of  the  contracting  mechanism  was  to  enable  the 
transfer  of  funds  appropriated  to  Warm  Springs  to  Community  Mental 
Health  Centers  to  cover  the  cost  of  providing  services  to  deinstitutionalized 
patients.     The  essential  elements  of  the  contracting  mechanism  were 
patient  placement  agreements  which  were  entered  into  between  the 
Department  of  Institutions,   Warm  Springs  State  Hospital  and  the  Regional 
Mental  Health  Centers.     These  contracts  provided  that  the  centers  would 
be  reimbursed,   either  at  a  specified  rate  per  patient  day  spent    in  the 
community  or  for  the  actual  care  and  treatment  of  eligible  patients 
transferred  from  WSSH  to  the  community.     Eligible  patients  were  defined 
as  those  who  were  inpatients  at  WSSH  on  June  30,    1975.     The    state -wide 
maximum  for  payment  from  the  hospital  to  the   centers  was  set  at    $1,  332,  552 
for  the  1976-77  bienniun.    If  the  centers  exceeded  that  amount  and  have  ex- 
pended all  available  funds  from  all  sources,  they  were  authorized  to  apply 
to  the  state  for  additional  general  fund  supplemental  payments.     These  agree- 
ments terminate  on  June  30,    1977.     After  that  date,    support  for  all 
former  WSSH  patients  who  are  now  community  based  will  be  budgeted 
through  the  Community  Mental  Health  Centers. 

This  contracting  mechanism  was  used  and  funds  were  transferred 
from  WSSH  to  the  Community  Mental  Health  Centers  to  cover  service 
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costs  related  to  deinstitutionalized  patients.     While  transfers  did  occur, 

analysis  indicates  that  the  approach  was  characterized  by  several 

problems: 

Cost  data  available  at  the  Community  Mental  Health  Center  was 
uneven  in  terms  of  accuracy,   consistency  between  centers,   and 
the  like.     As  a  result,   it  was  difficult  for  the  centers  and  the 
Department  of  Institutions /Warm  Springs  and  the  centers  to  agree 
on  a  common  base  for  contract  cost  reimbursement.     While  a 
number  of  agreed  upon  cost  indicators  were  developed  over  the 
course  of  the  contract  period,   it  appears  that  these  cost  indicators 
are  subject  to  several  problems: 

Since  most  are  baaed  on  number  of  service  contacts,  they 
do  not  reflect  the  intensity  of  scope  of  services  provided 
at  each  contact. 

Not  all  services  result  in  direct  incremental  cost  increases 
for  community  mental  health  centers.     For  example,   those 
services  provided  by  mental  health  center  staff  may  not 
require  total  reimbursement  because  services  are  provided 
by  existing  staff.     To  the  extent  deinstitutionalized  patient 
workload  can  be  handled  by  existing  staff,    cost  reimburse- 
ment from  the  institution  to  cover  the  time  devoted  by  those 
staff  members  probably  i9  not  justified. 

Contracting  provisions  called  for  reimbursement  only  for  those 
patients  who  were  institutionalized  on  June  30,    1975  and  subsequently 
returned  to  the  community.     As  a  result,   the  centers  receive  no 
reimbursement  for  new  patients  who  are  being  served  by  the 
centers;  who  were  not  institutionalized  because  of  the  new  mandate 
to  treat  people  in  the  least  restrictive  setting  possible;  and  who 
probably  would  have  been  institutionalized  during  earlier  periods. 
This  situation  seems  to  lead  to  two  problems: 

Community  mental  health  centers  lack  the  financial  resources 
to  place  those  people  in  appropriate,    community  based  service 
settings  (e.g.   group  homes). 

As  a  result,   patients  are  held  in  more  restrictive  settings 
at  the  community  level  (for  which  reimbursement  is  pos- 
sible) or  are  sent  to  Warm  Springs. 

It  should  be  noted  that  this  contractual  arrangement  expires  at  the 

end  of  June  1977,   and  that  budget  appropriations  for  the  institutions  and 

the  community  mental  health  centers  have  theoretically  been  adjusted 

to  reflect  the  impact  of  deinstitutionalization. 
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3.  SINCE  THE  PROGRAM  BEGAN,  SIGNIFICANT  NUMBERS  OF  PATIENTS 

HAVE  BEEN  DEINSTITUTIONALIZED 

Since  formal  establishment  of  the  legislation  mandating  deinstitutionaliza- 
tion, institutional  populations  have  been  sharply  reduced.  This  section  reviews 
progress  to  date. 

(1)        Institutional  Populations  Have  Been  Reduced  Substantially 

Exhibit  I,  which  follows  this  page  shows  the  progress  made  by 
the  deinstitutionalization  program  over  the  period  July  1,    1975  through 
December  31,    1976.     Over  the  18  month  period,   institutional  populations 
have  been  considerably  reduced.     Principal  conclusions  which  can  be 
drawn  from  the  exhibit  are  as  follows: 

Total  institutional  populations  have  been  reduced  by  approximately 
30%. 

Both  "Warm  Springs  and  Boulder  River  are  operating  significantly 
below  rated  capacities    --  from  62%  to  68%  respectively. 

In  the  case  of  the  developmentally  disabled  deinstitutionalization 
program  involving  the  Boulder  River  School,    returns  from  place- 
ment involving  those  people  relocated  to  community  settings 
have  been  minimal  --  less  than  5%  of  the  patients  deinstitution- 
alized over  the  eighteen  month  period. 

Not  all  Warm  Springs  Hospital  discharges  can  be  credited  to  the 
deinstitutionalization  program.     Current  data  are  insufficient 
to  identify  and  quantify  the  proportion  of  discharges  which  can 
be  directly  attributed  to  moving  patients  to  less  restrictive 
settings  consistent  with  their  treatment  and  care  needs.     While 
data  are  sketchy,    it  appears  that  of  the  total  population  reduc- 
tion of  more  than  200  that  occurred  over  the  period,   approximately 
50%  can  be  attributed  to  formal  deinstitutionalization  including: 

Relocating  patients  to  community  based  service  settings 
and  alternative  living  situations.     About  36  people  fall 
in  this  category. 

Relocating  elderly,    senile  patients  to  nursing  home 
facilities. 


13- 


in  i^    w   N   h 


8? 

n 

a 


SE 

re 


s- 

3 

c 
oq 

3* 

re 

O 
D 


s. 


>o 


n 

3 


a 

o 

B 


P 
I 

8- 


vl 
VI 


13 

re 

C/l        Q 

o   B 
5.  ■< 

c  2 

%  8. 

s  ° 


s  <* 

if 

f.    v, 

o  ~ 

PJ    -V, 


re 


a 

«J 

3 

w 

o 

re 

C/l 

0 

a 

3 

re 

re 

re 

3 

ffi 

5? 

8 

•a 

&' 

a 


Current  Population  As  A  P 
Of  Institutional  Capacity 

•0 

re 

a 

re 

B 

1 

n 

z 

re 

D 
re 
o 
S 
8 

re 

1 

c 

o' 

B 

(3 

v^ 

9 

M 

IN 

re 

50 
re 

M 

H 

g 

55 
re 
S 

> 

1 

M 

V) 

§ 

(A 

> 

a 

g 

n 

M 

1 

v] 

v» 
VI 

01 

S3 

I 

rt 

8 

v^ 
vj 

in 

re 
3 

R 

re 

vl 

a 

o\ 

^    3 


s 


o 

to 

Ul 

vl 

lO 

lO 

oo 

In 

(fl 

I-* 

ai 

N 

»  3 

j  § 

o   # 


8 

Ul 


In  u* 


N 

vl 


O 


Z 

t/i 

1° 

H 

M  e. 

H 

o    a 
3"    re 

a 

&£ 

H 

•— i 

o 
z 

z 

> 


z 
> 


o 


in 


z 
> 


z 
> 


z 
> 


z 

— , 

> 


vo 


8  8 

2.   «o 

V       ft) 


"B 


53 


on 

H 

H 

0 


53 

Br 

M    I 
\C   ._ 
vl 

91 


vj  H 

1   z 


§£ 


00 

sr 

ft 
O 

o 

3 

B 

3 


■  14- 


A  small  portion  of  institutional  population  reductions  can  be 
attributed  to  relocating  patients  within  the  institutional  system. 
For  example,   the  number  of  DD  patients  housed  at  Galen  State 
Hospital  increased  during  the  period  in  question  --  resulting 
from  the  transfer  of  patients  from  the  other  state  operated 
institutions. 

While  population  reductions  have  been  fairly  substantial  over 
the  18  month  period,   it  should  be  noted  that  they  are  consistent  with 
trends  that  in  some  cases  pre-date  the  deinstitution  legislation. 

TABLE  1 

POPULATION  TRENDS 
SELECTED  INSTITUTIONS 

Population  by  Year 

1970  1971  1972  1973  1974  1975  1976        1977  %  Dec. 

Warm 

Springs  SH  1,191  1,198  1,169  1,085  1,099  953  772         544  54.3 

Boulder 

River  SSH  855  798  723  688  591  413  369         274  68.0 

As  shown  in  the  exhibit,   major  population  declines  have  occurred 

at  both  institutions  since  1970    with  the  most  major  reductions  occurring 

over  the  last  four  years,    consistent  with  the  formal  adoption  of  the 

deinstitutionalization  concept. 

It  appears  that  Warm  Springs'  population  reductions  have  occurred 
since  deinstitutionalization  legislation  was  formally  adopted. 

Albeit  to  a  lesser  extent  than  in  the  last  several  years,    Boulder's 
population  has  shown  steady  decreases  since  1970. 

(2)  While  The  Scope  Of  Developmentally  Disabled  Deinstitutionalization 
Activities  Was  Significant  Early  In  The  Program,  Placements  Have 
Slowed  In  Recent  Months 

Exhibit  II,  which  follows  this  page,    shows  the  trend  of  placements 

over  recent  months  and  characterizes  the  current  population  at  the 

Boulder  River  School  and  Hospital. 
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Placements  have  slowed  in  recent  months  and  1977  activities 
are  below  previous  levels.      In  addition,   most  FY  1977  place- 
ments occurred  during  the  early  months  of  the  fiscal  year  and 
in  recent  months,   placements  have  been  extremely  limited. 

As  placements  have  slowed,   the  severity,   in  terms  of  retarda- 
tion,  of  the  population  remaining  to  be  placed  has  increased. 

There  appears  to  be  a  consensus  among  program  operators  that 

future  community  placements  will  be  increasingly  difficult. 

In  general,    community  facilities  and  services  consistent  with 
the  needs  of  the  remaining  deinstitutionalized  population  are 
extremely  limited. 

There  is  some  question  whether  services  can  be  cost  effectively 
developed  to  meet  the  needs  of  the  bulk  of  the  remaining  client 
population. 

While  comparable  quantitative  data  are  unavailable  to  assess  the 

situation  with  Warm  Springs'  patients,    interviews  with  regional  mental 

health  center  personnel  have  indicated  that  deinstitutionalization  has 

been  slowed  because  of  the  lack  of  resources  to  develop  community 

placement  opportunities  and  adequate  alternative  living  situations  for 

selected  patients  who  are  currently  institutionalized. 

4.  DEINSTITUTIONALIZATION  ACTIVITIES  INVOLVE  A  COMPLEX 

INTERRELATIONSHIP  OF  RELATIVELY  AUTONOMOUS  AGENCIES 

The  deinstitutionalization  program  is  a  cooperative  effort  involving 

several  departments  of  state  government  as  well  as  divisions  and  bureaus 

within  these  departments.     In  addition,    County  Welfare  Departments  provide 

casework  management  for  developmentally  disabled  patients  and  any  general 

welfare  services  required  by  deinstitutionalization  clients.      State  and  regional 
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advisory  councils  for  both  mental  health  and  developmentally  disabled  play 
a  prominant  role  in  the  planning  of  community  based  services  for  the  dein- 
stitutionalized patient.     The  Regional  Community  Mental  Health  Centers  are 
operated  as  non-profit    corporations  who  provide  care  and  treatment  of 
mentally  ill  clients  in  a  community  baaed  setting.     Members  who  are  appointed 
from  each  County  Board  of  Commissioners  or  their  designated  appointees 
serve  as  the  Board  of  Directors  of  these  non-profit  corporations. 

Exhibit  III,  which  follows  this  page,   describes  the  overall  organization 
structure  of  the  agencies  which  are  involved  in  both  the  mental  health  and 
developmentally  disabled  deinstitutionalization  program.     The  sections  which 
follow  describe  the  major  organizational  relationships  and  responsibilities 
which  comprise  the  program. 

(1)        The  Developmentally  Disabled  Deinstitutionalization  Program  Is 
Coordinated  By  The  DP  Division  Of  The  Department  Of  Social 
And  Rehabilitation  Services  But  Involves  Significant  Input    From 
Other  State  And  Local  Agencies 

As  shown  in  Exhibit  III,  the  DD  Division  of  the  Department  of 
SRS  has  responsibility  for  coordinating  the  delivery  of  services  to 
developmentally  disabled  individuals  who  are  not  institutionalized.     As 
such,   the  DD  Division  has  a  major  role  in  the  implementation  of  dein- 
stitutionalization but  must  coordinate  with  numerous  external  agencies. 
Exhibit  IV,  which  follows  this  page,    summarizes  the  individual  respon- 
sibilities of  the  various  agencies  involved  in  the  process  of  deinstitution- 
alization.    These  agencies  interface  as  follows: 
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EXHIBIT  IV 
State  of  Montana 
DEINSTITUTIONALIZATION 
RESPONSIBILITIES  - 
DEVELOPMENTALLY 
DISABLED 


Dept.   of  Institutions 


Dept.  of  Social  G  Rehabilitation  Services 


DD  Division 


Boulder  River 

Warm  Springs 

School  G  Hospital 

State  Hospital 

.     Develop  Habilita- 

.     Develop 

tion  Plans 

Habilitation 

Plans 

.     Patient 

Evaluation 

.     Release 

Decision 

.     Liason  With 

Parents  G 

Community 

.    Transportation 

Galen  State 
Hospital 
.     Develop 

Habilitation 

Plans 


Habilitation  G 
Evaluation  Bur. 
.     Client  Evalua- 
tion 

.    Habilitation 
Plans 

.     Community 
Placement 

.     Programs  G 
Service 
Evaluation 

.     Development 
of  Standards 

.     Design  G  De- 
velop Special- 
ized Services 

.     Develop  Generic 
Services 


Mngt,  G 
Planning  Bur. 
.     Comprehen- 
sive Planning 

.     Grants  G  Con- 
tract Mngt. 

.    Budget  G 
Fiscal  Mngt. 

.     Mngt 
Studies 

.     Develop 
Mngt,   Info 
System 

.     D.  D.   Education 
Programs 

.     Staff  Re- 
cruitment 


Community  Serv.   Div. 
Social  Services 
Bureau 
.     Social  Services 


Licensing-Day 
Care 

-  Foster  Care 

-  Group  Homes 
(8  or  less) 

Oversees  County 
Welfare  Casework 


County  Welfare  Depts. 


Casework  Mngt. 


Develop  Rules 
G  Regulations  - 
All  Services 

Liason-  Other 
Agencies 


DD  Council 


.    Advise  on  Programs  for  Services 

.     Develop  Plan  for  State-wide  System  of 
Community  Based  Services 


Regional  DP  Councils 


Evaluation  -  Needs  G  Services 

Advise  on  Programs  for  Services 

Develop  Plan  for  System  of  Community  Based  Serv. 


Superintendent  of  Public  Instruction  -  Special  Education  Serv.   Div. 
.     Planning-Education  Services 

.    Teacher  Training 

.    Transportation  of  Clients  to  Special  Education 

.     Provide  Special  Education  Programs 


Regional  DD  Offices 


Client  Placement 

Develop/Support  Community  Services 

Develop  Planning  Dam 

Evaluates  Data  on  Services 

Staff  to  Regional  DD  Council 


Dept.   of  Health  G  Environmental  Sciences  -  Health  G 
Medical  Facilities  Division  


Health  Planning  G 
Resources  Bur. 
.     Construction  Planning 
($100, 000  or  more) 
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Licensing  G  Certifica- 

tion  Bur. 

.     Licensing  -  Group 
Homes  (8  or  more) 


A  habilitation  team  at  BRSH  (composed  of  both  Boulder  and  DD 
staff)    develops    an  individual  plan  for  each  patient.     If  through 
its  evaluation  the  team  believes  the  patient  can  function  outside 
BRSH,    given  the  current  or  expected  availability  of  community  ser- 
vices,   a  social  worker  writes  a  referral  and  sends  it  to  the  Place- 
ment Service  Coordinator  at  the  DD  Division.     The  Placement  Ser- 
vice Coordinator  distributes  the  referral  to  all  regional  offices. 

The  Regional  DD  Offices  have  responsibility  for  developing  the 
community  based  services  for  clients.     Upon  receipt  of  a  re- 
ferral from  the  DD  Division,   the  client  services  specialists 
in  the  Regional  DD  Offices  attempt  to  find  a  placement.     The 
Group  Home  operators  often  go  to  BRSH  to  work  out  a  placement 
plan  with  the  Community  Services  Division  of  BRSH.     A    BRSH 
social  worker  sets  up  a  pre -placement  visit  for  the  client. 

With  the  commencement  of  the  pre -placement  visit,   the  client 
becomes  the  responsibility  of  the  community  workers  in  the 
Regional  DD  Offices.     At  this  point,     county  social  workers 
become  involved  in  providing  ongoing  services  for  the  client 
and  in  developing  an  individual  service  plan  for  him.     During 
this  time,   the  patient  is  not  discharged  and  is  still  under  control 
of  his  cottage  supervisor    at  BRSH.     After  at  least  ninety  (90)  days, 
if  the  pre-placement  visit  was  successful  the  client  is  discharged 
from  BRSH  and  the  client  responsibility  is  transferred  from  the 
Regional  DD  Office  to  the  local  social  worker  for  casework  manage- 
ment.    Prior  to  the  pre-placement  visit,   the  Special  Education 
Services  as  well  a9  Group  Home  or  Foster  Home  providers,    and 
other  service  providers  .become   involved  with  the  client  in  the 
fulfillment  of  his  community  based  service  delivery  plan. 

As  the  process  described  above  indicates, the  deinstitutionalization 

process  links  a  number  of  relatively  autonomous  agencies.     Key  links 

are  as  follows: 

Between  the  DD  Division  and  Boulder  to  identify  the  expected 
community  placement  volume  for  which  services  will  need  to  be 
developed. 

Between  Regional  DD  staff  and  county  social  workers  to  ensure 
patient  supervision  is  provided  once  the  patient  is  in  the  community. 
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Between  the  DD  Division  and  service  providers  to  ensure 
financial  resources  are  available  to  support  necessary  com- 
munity based  services. 

Between  the  Regional  DD  staff  and  Boulder  Habilitation  staff  to 
reach  the  decision  as  to  whether  placements  have  been  success- 
ful and  permanent  discharge  from  the  institution  should  be 
effected. 

Between  the  DD  Division  and  such  key  external  agencies  as  the 
Department  of  Public  Instruction  to  ensure  short-term,  long- 
term  planning  takes  into  account  educational  service  requirements, 

Overall,  the  key  link  appears  to  be  between  the  DD  Division  and 
the  Director  of  Boulder  River.     The  latter  makes  the  ultimate  dis- 
charge decision  while  the  former  must  ensure  community  services  are 
adequate  to  serve  the  patient  and  support  the  discharge  decision.     Thus, 
when  viewed  from  this  perspective,   no  individual  short  of  the  Governor 
"controls"  the  deinstitutionalization  program. 

(2)        While  Mental  Health  Deinstitutionalization  Involves  Fewer 

Agencies,    Program  Operation  Requires  Coordination  Between 
State  And  Local  Service  Providers 

Unlike  the  DD  deinstitutionalization  program,   the  mental  health 

deinstitutionalization  effort  essentially  operates,    at  the  state  level, 

under  the  overall  control  of  the  Department  of  Institutions.     Major 

external  coordination  involves  the  Regional  Mental  Health  Centers. 

Exhibit  V,   which  follows  this  page,    shows  key  responsibilities  under 

the  program.     The  description  which  follows  shows  how  these  agencies 

interface  in  accomplishing  the  deinstitutionalization  process: 
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EXHIBIT  V 

State  of  Montana 

DEINSTITUTIONALIZATION 
RESPONSIBILITIES  - 
MENTAL  HEALTH 


Dept.   of  Institutions 


Director's  Office 


.    Coordination  -  Institutions  &  Programs 
.    Monitoring  -  Institutions  &  Programs 


Adaptive  Services  Division 

Mental  Health  Field  Services  Bureau 

.    Technical  Assistance  &  Training 

.    Program  Evaluation 

.     Reviews  &  Revises  M.  H.   Plan 

Coordinator  -  Regional  Services 


Warm  Springs  State  Hospital 


.  Patient  Evaluation 

.  Habilitation  Plans 

.  Develop  After  Care  Program 

.  Release  Decision  &  Coordination 

Regional  Mental  Health  Centers 


.  Placement 

.  Care  G  Treatment 

.  Casework  Management 

.  Develops  Client  Services 


Regional  Mental  Health  Boards 

.     Board  of  Directors  -  M  H.   Centers 

Mental  Health  Advisory  Council 
.    Assesses  M.  H.   Needs  &  Services 

.    Advised  Governor  &  Legislature 

Council  of  Regional  Mental  Health  Boards 
.    Coordinates  Service  s 

.     Advise  on  Needs 
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Individual  habilitation  plans  are  developed  for  each  patient  by 
a  professional  team  at  Warm  Springs  State  Hospital.     Develop- 
ment of  a  suitable  after-care  plan  based  upon  the  habilitation 
plan  is  the  responsibility  of  the  Warm  Springs  State  Hospital 
Social  Service  Department. 

The  implementation  of  the  after-care  plan  is  the  responsibility 
of  the  WSSH  Social  Service  Department.     This  social  service 
unit  makes  referrals  to  community  resources  and  coordinates 
release  planning  with  the  Community  Mental  Health  Center  aftercare 
team  located  nearest  the  patient's  home  or  community  placement 
facility.     Cost  for  service  contracts  have  been  executed  with  the 
five  Regional  Community  Mental  Health  Centers  for  care  and 
treatment  of  former  WSSH  mental  patients  who  were  hospitalized 
on  June  30,    1975.     The  parties  to  these  contracts  which  expire 
on  June  30,    1977,   are  the  Department  of  Institutions,   WSSH, 
and  each  Regional  Mental  Health  Center.     The  Regional  Mental 
Health  Centers  are  private  non-profit  organizations  but  whose 
governing  board  is  composed  of  County  Board  of  Commissioner 
members,    or  their  designees  from  the  various  counties  in  each 
region. 

The     Community  Mental  Health  Centers  provide  for  all  the  needs 
of  patients  from  WSSH,  who  do  not  have  financial  resources, 
either  through  direct  service  or  through  provider  contracts. 
The     Regional  Mental  Health  Centers  bill  WSSH  for  services 
rendered  to  former  WSSH  patients  who  are  eligible  under  the 
terms  of  the  contract  with  the  Department  of  Institutions  and  WSSH. 

The  Adaptive  Services  Division  of  the  Department  of  Institutions 
provides  technical  assistance  to  the  Regional  Mental  Health 
Centers  and  coordinates  monitors  and  evaluates  all  programs 
provided  by  WSSH  and  the  Regional  Mental  Health  Centers. 

Key  links  in  the  process  are  as  follows: 

Coordinated  planning  between  Warm  Springs  and  the  Regional 
Mental  Health  Centers  in  identifying  deinstitutionalization  candidates 
and  estimating  the  nature  and  scope  of  community  placement  and 
service  opportunities  necessary  to  accommodate  deinstitutionaliza- 
tion candidates. 

With  the  exception  of  this  link,    deinstitutionalization  decision 
making  is  retained  by  the  Warm  Springs  staff. 
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Technical  assistance  from  the  Adaptive  Services  Division  of 
the  Department  of  Institutions  to  the  Regional  Mental  Health 
Centers  to  facilitate  the  development  of  community  based 
services. 


To  date,    it  appears  that  the  legislative's  mandate  of  deinstitutionaliza- 
tion has  resulted  in  the  community  placement  of  a  number  of  patients   who 
were  formally  institutionalized.     Progress  has  apparently  been  more  dramatic 
in  the  DD  area  than  with  the  mentally  ill.     Recent  slowdowns  in  community 
placements  may  indicate  increasing  difficulty  in  matching  the  patients  still 
in  institutions  with  community  services  consistent  with  their  needs. 

The  chapter  which  follows   analyzes  management    issues  facing  the 
deinstitutionalization  program. 
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II.         MANAGEMENT  ISSUES 
IMPACTING  DEINSTITUTIONALIZATION 


II.      MANAGEMENT  ISSUES  IMPACTING 
DEINSTITUTIONALIZATION 

As  noted  in  Chapter  I,   the  deinstitutionalization  program  operates  through 
a  complex  relationship  of  relatively  autonomous  state  and  local  agencies. 
Target  setting,    resource  mobilization  and  program  development,    identifica- 
tion of  placement  candidates,   and  direct  client  service  are  not  under  the 
control  of  a  single  agency  and  instead,    are  accomplished  through  coordina- 
tion and  joint  action  among  multiple  agencies. 

The  program  is  relatively  new,    and  as  noted  earlier  in  this  report,  major 

strides  have  been  made  toward  meeting  the  broad  deinstitutionalization  targets 

set  by  the  legislation.     Now,    after  several  years'  experience,    it  is  appropriate 

to  identify  and  explore  key  management  issues  which  impact  program  progress 

and  isolate  factors  which  may  inhibit  program  success  in  future  years. 

1.  THERE  APPEARS  TO  BE  NO  CLEAR  CONSENSUS  ABOUT  THE 
SCOPE  OF  DEINSTITUTIONALIZATION  WHICH  IS  PRACTICAL 
IN  MONTANA 

Initial  legislative  mandates  and  subsequent  executive  policy  directives 
have  established  some  quantitative  targets  for  the  deinstitutionalization  pro- 
gram.    There  are  indications  that  now  is  an  appropriate  time  to  refine  these 
targets  to  provide  better  guidance  for  deinstitutionalization  planning  and 
program  implementation  over  the  upcoming  next  several  years. 
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(1 )  Developmentally  Disabled  Deinstitutionalization  Planning 

Needs  to  Reach  Some  Closure  Regarding  the  Type  and  Number 
of  the  Remaining  Institutionalized  Patients  it  will  be  Practical 
to  Place  in  a  Community  Setting 

Analysis  of  DD  deinstitutionalization  program  operations  over 

the  last  several  years  has  indicated  that: 

Specific,    quantititative  targets  were  set  by  executive  order 
regarding  the  exact  number  of  patients  to  be  relocated  from 
state  institutions. 

In  recent  months,   as  the  severity  of  DD  cases  remaining  in 
the  institutions  has  increased,   placements  have  slowed  signifi- 
cantly.    The  major  factor  contributing  to  this  slowdown  in 
placements  appears  to  be  the  absence  of  community  resources, 
especially  living  accommodations  such  as  group  homes,    skilled 
nursing  homes  and  intermediate  care  facilities  designed  specific- 
cally  to  meet  the  needs  of  those  patients  who  remain  institutionalized 
and  cannot  be  placed  until  the  services  available  from  such 
facilities  exist. 

Our  analysis  indicates  that  there  is  no  clear  consensus  among  the 
various  components  of  the  DD  deinstitutionalization  program  regarding 
whether  or  not  it  will  be  cost  effective  to  pursue  community  placements 
for  the  profoundly  and  severely    retarded  individuals  still  housed  in 
state  institutions.     Such  issues  as  the  following  need  to  be  resolved  in 
terms  of  dealing  with  this  residual  DD  population: 

Can  appropriate  community  resources  be  developed? 

Will  adequate  state  subventions  be  available  to  stimulate 
development  of  these  resources? 

Will  development  of  "mini  facilities,  "  decentralized  across 
the  state,   provide  a  "better"  less  restrictive  environment 
for  caring  for  these  individuals,    than  facilities  and  services 
available  through  the  existing  state  institution  system? 
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What  "residual"  population  can  never  be  cost-effectively 
and  humanely  deinstitutionalized. 

Until  these  questions  are  resolved,   it  will  be  impossible  to  plan 
or  execute  the  future  operations  of  either  the  state  hospitals  or 
community  based  facilities  or  services  with  any  degree  of  accuracy. 
Problems  resulting  from  lack  of  closure  on  the  scope  of  future  dein- 
stitutionalization activities  include  the  following: 

What  will  be  the  focus  of  activity  for  the  DD  regional  staff? 

What  will  be  the  scope  and  nature  of  special  education  services 
which  will  need  to  be  provided  to  DD  clients  in  community  settings 
across  the  state. 

What  will  be  the  magnitude     of  DD  clients  in  social  service 
caseloads?     How  can  county  welfare  departments  plan  and 
budget  for  these  caseloads  so  that  they  can  be  serviced 
properly? 

What  will  be  the  personnel  requirements  of  all  public  and  private 
agencies  involved  in  providing  case  treatment  and  special 
services  to  DD  patients /clients  once  these  basic  issues  are 
resolved? 

(2)        The  Absence  of  Centrally  Monitored  and  Established  Targets 

Makes  it  Virtually  Impossible  to  Plan,   Monitor,   or  Assess  the 
Impact  of  Deinstitutionalization  in  the  Mental  Health  Area 

Within  the  overall  scope  of  the  mental  health  deinstitutionalization 

program,   there  have  been  a  number  of  attempts  to  establish  targets  to 

guide  deinstitutionalization  activities.     They  include  the  following: 

Development  of  regionally  oriented  habilitation  plans,   development 
based  on  the  mutual  analysis  and  agreement  of  mental  health 
center  and  WSSH  staff.     These  plans  were  designed  to  identify 
the  specific  treatment  needs  of  each  patient,   assess  the  availability 
of  those  services  in  the  community,   and  establish  a  plan  for  moving 
patients,  where  feasible,   to  community  based  treatment  settings. 
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Establishment  of  Cost- Reimbursement  Contracts  Involving  WSSH 
and  the  Regional  Mental  Health  Centers.      To  facilitate  mental 
health  oriented  deinstitutionalization,   the  program  has  included 
establishment  of  contracts  between  WSSH  and  regional  mental 
health  centers  involving  standards  for  transferring  funds  from 
the  WSSH  budget  to  regional  mental  health  centers  to  cover  the 
cost  of  patients  moved  from  WSSH  to  community  level  services. 

While  these  efforts  are  clearly  consistent  with  the  overall  goal 

of  deinstitutionalization,  there  are  some  significant  problems  related  to 

the  target  setting  effort  and  the  extent  to  which  consistent,    overall 

monitoring  and  management  has  been  exercised.     Consider  the  following: 

While  habilitation  plans  were  developed,   there  appear  to  be  some 
problems  with  their  usefulness,   both  on  an  individual  client  and 
overall  program  management  basis.     For  example: 

Our  review  of  selected  habilitation  plans  indicated  that 
many  were  vague;  lacked  identification  of  specific  treat- 
ment and  service  needs  for  selected  clients,   and  generally 
lacked  specific  plans  for  the  steps  to  be  taken  to  move  those 
clients  to  less  restrictive  settings. 

To  our  knowledge,   the  contents  of  individual  habilitation 
plans  were  not  and  are  not  drawn  together  to  form  compre- 
hensive plans  (and  targets);  to  make  visible  specific  com- 
munity service  requirements  (and  related  financial  needs); 
or  to  establish  baselines  against  which  program  performance 
can  be  measured. 

.  At  the  time  of  our  study   (Dec.    -  Feb.    1977),  we  found  almost  a 

total  absence  of  accurate  and  consistent  statistics  regarding 
program  performance,   accomplishments  and  unit  costs.     While 
selected  program  components,   maintained  apparently  accurate 
data,   there  was  virtually  none  available  on  centralized  basis. 
This  absence  of  data  makes  it  difficult  to  monitor  or  manage  program 
performance  on  a  centralized  basis. 

Overall,  the  major  program  weakness  appears  to  involve  the 

absence  of  consistent  central  management  necessary  to  draw  the 

essentially  autonomous  program  components  together  (i.e.   WSSH  and 

the  individual  regional  mental  health  centers)  into  a  unified  program. 
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While  there  have  been  attempts  to  set  targets,    identify  deinstitutionaliza- 
tion candidates,   and  the  like,   there  appears  to  have  been  little  progress 
made  in  tying  these  individual  efforts  together  into  a  consolidated  plan; 
using  this  plan  to  identify  requirements  and  make  resource  allocation 
decisions;  and  using  planned  targets  as  a  baseline  to  measure  and 
assess  performance.     Specific  issues  involve  the  following: 

Institutional  populations  which  are  targets  for  deinstitutionalization 
activities  have  not  been  formally  or  uniformly  defined.    To  date, 
no  consensus  has  been  developed  by  the  Department  of  Institutions 
or  key  staff  at  the  individual  institutional  level  regarding  the 
nature  and  size  of  the  institutional  population  which  should  be 
considered  candidates  for  the  deinstitutionalization  program. 
Specific  areas  where  lack  of  definition  exists  include  the 
following: 

Firm  agreement  on  what  characterizes  a  deinstitution- 
alization candidate  and  how  these  patients  can  be  dis- 
tinguished from  patients  who  are  simply  discharged  from 
state  mental  health  service  institutions. 

Detailed  classification  of  the  existing  institutional  popula- 
tion and  identification  of  the  service  needs  and  charact- 
eristics of  those  patients  who  could  be  dealt  with  in  a 
less  restrictive  setting,   if  necessary  services  were 
available  at  the  community  level.     In  the  absence  of  such 
classification  and  quantification,   it  is  virtually  impossible 
to  estimate  the  scope  of  services  which  will  need  to  be 
developed  in  the  'community  setting  to  permit  deinstitution- 
alization to  proceed  on  a  significant  scale. 

Specific  targets  for  institutional  population  reductions  have  not 
been  established.     A  direct  outgrowth  of  the  problems  listed 
above  is  the  almost  complete  absence  of  time  phased  targets 
for  institutional  population  reductions.     In  the  absence  of  such 
targets,    it  is  virtually  impossible  to: 

Program  and  make  budgetary  and  financial  adjustments 
involving  reallocation  of  resources  from  the  institutional 
to  the  community  level. 

Hold  anyone  accountable  for  achieving  the  legislative's 
deinstitutionalion  mandate. 

Identify  when  and  what  levels  of  community  services  and 

resources  will  need  to  be  developed  and  upgraded,   to 

meet  deinstitutionalized  patients'  needs. 
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Until  firm  targets  are  established  in  both  of  the  areas  listed  above, 
it  will  be  extremely  difficult  to:      effectively  pursue  resource  mobilization 

at  the  community  level;  identify  and  estimate  the  cost  of  community 

mental  health  center  service  requirements;  and  hold  institutions 

accountable  for  reducing  operating  and  service  costs  commensurate 

with  staged    reductions    in  service  populations. 

2.       THE  ROLE  OF  DP  DIVISION  REGIONAL  STAFF  NEEDS  TO  BE  MORE 
CLEARLY  DEFINED  ~~ 

Although  this  study  did  not  include  an  in-depth  workload  analysis  of  the 

the  activities  of  DD   regional  office  personnel,   interviews  and  observations 

have  resulted  in  identification  of  several  potential  problems. 

(1)  There  is  Apparent  Confusion  Regarding  the  Relationship 
Between  DD  Regional  Staff  and  Regional  Advisory  Councils 

Interviews  with  selected  DD  division  regional  staff  members 

indicated  that  there  appear  to  be  several  problems  regarding  the  roles 

and  responsibilities  of  the  division's  regional  staff  vis  a  vis    the  regional 

advisory  councils.     Apparent  problem  areas  included  the  following: 

To  what  extent  regional  staff  are  "staff"  to  the  advisory  council 
and  should  be  responsive  to  the  direction  of  those  councils. 

The  role  of  the  advisory  councils  in  dictating  the  direction  and 
content  of  DD  services  provided  in  their  region. 

Until  these  issues  are  clarified,    it  is  likely  that  the  effectiveness 

of  DD  regional  staff  will  be  impaired,   and  development  and  execution  of 

a  comprehensive  and  coordinated  DD  service  policy  will  be  difficult. 

(2)  Slow  Downs  in  Community  Placements  May  Make  it  Necessary 
to  Redefine  Regional  Staff  Responsibilities 

As  noted  earlier,   over  the  last  six  months,    community  placements 

have  declined  significantly.     In  addition,   it  appears  that  the  extent  to 
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which  significant  numbers  of  additional  institutionalized  DD  patients 
will  be  placed  in  Montana's  communities  remains  to  be  resolved  and 
is  dependent  upon  a  number  of  key  decisions  which  were  highlighted 
in  Section  1  of  this  chapter. 

As  placements  decline,    regional  staff  responsibilities  for  develop- 
ing services  and  transitional  casework  also  decline.     It  appears  that 
this  is  happening  and  that  now  is  an  appropriate  time  to: 

Determine  if  there  are  different  workload  elements  that  should 
be  assigned  to  and  emphasized  by  regional  staff  members. 

Determine  if  regional  staffing  levels  should  be  adjusted  to 
reflect  changes  in  the  level  and  mix  of  staff  workload. 

(3)  There  are  Several  Key  Operating  and  Service  Areas  Which  Could 

Use  Increased  Attention  by  the  Regional  DD  Division  Staff 

While  requirements  for  transitional    casework  and  development 

of  services  may  have  diminished  as  placements  have  decreased,   the 

significant  number  of  DD  clients  being  served  in  the  community  presents 

a  number  of  key  responsibilities   which  are  not  being  addressed  in  a 

comprehensive  fashion  by  regional  DDD  or  local  welfare  department 

staff.     Specific  areas  which  should  receive  emphasis  include  the  following: 

.  Continuing,   in-depth  evaluation  of  the  quality  and  impact  of 

services  provided  to  DD  clients  in  community  settings .    While 
it  relatively  easy    to  monitor  and  critique  the  quality  of  services 
provided  to  patients  in  a  consolidated,    institutional  setting, 
dispersion  through  deinstitutionalization  makes  such  monitoring 
and  evaluation  more  difficult.     Nevertheless,   since  these  individuals 
are  still  being  served  through  state  funded  programs,    it  would 
seem  that  responsibility  for  ensuring  service  quality  remains  at 
the  state  level.     Our  analysis  indicates  that  there  is  no   current 
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coordinated  or  comprehensive  program  for  evaluating  the 
following  elements  of  community  provided  DD  services: 

Quality  of  care  provided  in  group  homes. 

Quality  and  impact  of  training  and  service  programs. 

Specific  assessment  of  individual  patient  service  needs 
on  a  continuing  basis. 

.  Analysis  of  the  cost-effectiveness  of  community  services. 

While  attempts  are  being  made  to  develop  detailed  documenta- 
tion of  the  costs  of  services  provided  to  deinstitutionalized 
DD  clients,   as  noted  above,   there  appears  to  be  significant 
opportunity  to  begin  analysis  of  the  cost-effectiveness  of  those 
services. 

Review  of  the  level  of  casework  service  provided  to  DD  clients 
being  served  in  community  settings.     Current  procedures  call 
for  local  welfare  department  service  workers  to  assume  casework 
responsibilities  for  DD  clients  once  the  transition  period  ends. 
There  appear  to  be  several  problems  with  this    approach: 

Because  of  caseloads,    contacts  between  workers  and  DD 
clients  is  limited  --in  many  cases  averaging  once  per 
month.     At  this  level  of  contact,    it  is  unlikely  that  county 
welfare  workers  have  sufficient  time  to  evaluate  client 
progress  and  the  quality  of  services  being  provided  to 
those  clients. 

In  all  except  the  largest  counties,    county  social  workers 
do  not  specialize  in  DD  caseload  --  serving  both  DD  as 
well  as  regular  clients.     It  is  unlikely  that  these  workers 
have  had  sufficient  training  or  have  time  to  develop  the 
special  expertise  needed  to  adequately  serve  DD  clientele. 

Overall,   available  evidence  indicates  that  once  clients  are  dein- 
stitutionalized,   current  approaches  make  it  difficult  for  the  state  to 
maintain  control  over  the  quality  of  services  being  provided  to  dein- 
stitutionalized clients.     This  is  a  considerable  contrast  to  institutional 
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care  and  treatment  where  the  state  had  the  very  highest  level  of  control 

over  the  care  and  treatment  being  provided  to  each  patient.     It  would  seem 

that  the  DD  regional  service  staff  could  play  a  valuable  role  in  this  area 

by  providing  a  vigorous  system  of  quality  control  to  see  that  each  DD 

client  is  receiving  the  very  highest  possible  level  of  care  and  service 

from  each  provider.      Considering    the  current  slowdown  in  placement 

related  workload,   it  would  seem  that  now  is  an  appropriate  time  for 

the  DD  division  to: 

Re-evaluate  the  regional  staff  workload  and  role. 

Develop  and  implement  a  continuing  program  of  service  quality 
evaluation. 

Increase  regional  staff  roles  in  the  area  of  ensuring  maintenance 
of  service  quality. 

3.      MANAGEMENT  AND  CONTROL  SYSTEMS  ARE  NOT  AS  CLEARLY 

DEVELOPED  WITHIN  THE  MENTAL  HEALTH  DEINSTITUTIONALIZATION 
PROGRAM 

As  noted  earlier  in  this  chapter,   the  mental  health  deinstitutionalization 
program  suffers  from  a  lack  of  definition  of  targets,   identification  of  the 
the  patient  population    which  could  be  viewed  as  deinstitutionalization 
candidates,   and  the  like.     In  great  measure,   this  lack  of  definition  is  symptomatic 
of  the  apparent  lack  of  progress  made  in  developing  a  mental  health  deinstituional- 
ization  program.     While  resources  allocated  to  the  mental  health  area  for  the 
specific  purpose  of  deinstitutionalization  are   dramatically  less  than  those  applied 
to  the  DD  area,   lack  of  progress  can  be  partially  attributed  to  lack  of  coordina- 
tion between  the  Department  of  Institutions,   Warm  Springs  State  Hospital, 

and  the  Community  Mental  Health  Centers.     Specific  problems  are  as  follows: 
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No  precise  plan  for  community  placement  of  mental  health 
patients  has  been  developed. 

The  numbers  of  patients  who  could  be  placed  in  communities 

have  not  been  identified.     Although  habilitation  plans  have 

been  developed  for  each  patient,  no  compilation  has  been 

made  of  patients  who  could  be  placed  in  various  types 

of  community  based  settings.     Until  this  information  is 

made  available  no  detailed  plans  for  the  development 

of  community  based  facilities  and  services  can  be  prepared. 

There  are  apparent  conflicts  among  the  various  state 
agencies  and  boards  involved  in  the  deinstitutionalization 
effort.     For  example: 

..  For  the  last  two  years,  the  Department  of 

Institutions  has  had  responsibility  for  developing 
a  detailed  plan  for  community  based  facilities  and 
services  --  a  keystone  of  any  deinstitutionalization 
effort.     To  date,   the  plan  has  not  been  completed. 

No  closure  has  been  reached  on  the  ultimate  scope 
of  Warm  Springs  State  Hospital's  patient  popula- 
tion.    The  State  Mental  Health  Advisory  Council 
projects  a  population  of  425  by  1979  while  the 
state  hospital  staff  projects  550,    nearly  30% 
higher.     To  date,   the  Department  of  Institutions 
has  taken  no  steps  to  resolve  this  conflict. 

Coordination   of  Client  Placement  Services  Between  WSSH  and 
the  Regional  Mental  Health  Centers  Needs  Improvement  and 
Strengthening. 

In  recent  months,   there  has  been  a  significant  increase  in 
the  number  of  patients  transferred  from  Warm  Springs  State 
Hospital  to  the  community  who  are  being  returned  to  the  hospital. 
While  interviews  of  the  various  agencies  involved  in  the  process 
point  to  a  number  of  causes  for  this  trend,   it  appears   that  these 
"returns"  are  symptomatic  of  gaps  in  the  system  for  managing 
and  effecting  deinstitutionalization.     Potential  problem  areas 
include  the  following: 
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Bypassing  of  the    Community  Mental  Health  Centers    by 

courts  in  committing  suspected  mental  patients  directly 

to  Warm  Springs  State  Hospital  as  permitted  by  current  law. 

Original  evaluation  and  placement  procedures  at  Warm 
Springs. 

Availability  or  quality  of  community  based  services. 

Lack  of  coordination  between  Warm  Springs  and  the  Com- 
munity Mental  Health  Centers  in  terms  of  patient  transition 
and  transfer  of  information  on  patient  problems  and  service 
needs. 

Interviews  indicate  deinstitutionalization  activities  tend  to  be 
weakened  in  instances  where  courts  and  physicians  bypass 
regional  mental  health  centers  and  make  essentially  autonomous 
committment  decisions. 

Overall,    in  terms  of  planning  and  execution,   there  appear  to  be  sub- 
stantial gaps  in  the  mental  health  deinstitutionalization  program.     These 
gaps  appear  to  include  the  following: 

Central  planning  and  management. 

Coordination  between  the  community  mental  health  centers  and 
Warm  Springs  State  Hospital. 

.  Absence  of  a  consensus  on  what  mental  health  deinstitutionaliza- 

tion involves;  which  patients  should  be  impacted;  which  agency 
should  be  responsible  for  each  key  program  component;  and  how 
many  resources  will  be  required  to  meet  the  legislative's 
mandate. 

4.       COORDINATION  BETWEEN  THE  SPECIAL  EDUCATION  SERVICES 
DIVISION  OF  THE  OFFICE  OF  THE  SUPERINTENDENT  OF  PUBLIC 
INSTRUCTION  AND  THE  DP  DIVISION  COULD  BE  IMPROVED 

The  state  office  of  the  Superintendent  of  Public  Instructions  is  required 

to  provide  appropriate  public  education  for  handicapped  individuals  under  the 

age  of  twenty-one.       As  the  DD  deinstitutionalization  program  places  in- 

situtional  patients  in  the  community,  the  program  has  potential  impact  on 

the  Superintendent  of  Public  Instruction.     Interviews  indicate  there  have  been 

some  problems  in  coordination  between  OSPI  and  the  DDD. 
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Representatives  of  OSPI  indicate  they  are  essentially  uninformed 
of  either  the  long-term  or  short-term  placement  plans  of  the 
DDD.     They  indicate  that  lack  of  familiarity  about  placement 
patterns  makes  it  difficult  to  plan  and  budget  for  required 
special  education  services. 

There  appears  to  be  no  established  procedure  for  informing  OSPI 
of  DD  placements. 

In  some  instances,    children  have  been  placed  in 
communities  without  notification  of  OSPI.       In  those 
instances,    special  education  programs  faced  unanticipated 
workload. 

On  several  other  occasions,    DD  clients  with  special 
education  requirements  were  placed  in  rural  settings 
where  neither  necessary  special  education  classes  were 
directly  available  nor  were  adequate  transportation 
services  practical. 

Overall,   it  appears  that  several  steps  should  be  taken  to  improve  coordina- 
tion with  OSPI: 

Incorporate    OSPI  into  placement  planning  including  informing 
OSPI  of  the  location  of  potential  placements  before  the  final 
placement  decision  is  made. 

Involve  OSPI  in  longer  term  DD  deinstitutionalization  planning 
so  that  geographical  placement  emphases  can  take  into  account 
cost-effective  delivery  of  necessary  special  education  services. 
This  would  include  considering  placing  most  special  education 
eligible  DD  clients  in  population  centers  rather  than  dispersing 
them  around  the  state  to  ensure  that  required  programs    could 
be  delivered  at  reasonable  cost. 

5.     SHORTAGES  IN  KEY  PROFESSIONAL  PERSONNEL  MAY  IMPACT  THE 
PROGRESS  OF  THE  DEINSTITUTIONALIZATION  PROGRAM 

Interviews  indicate  that  there  is  a  statewide  shortage  of  certain  types  of 

medical  personnel  that  are  key  to  providing  adequate  services  to  both  DD  and 

mental  health  patients.     Currently,    both  state  hospitals  and  communities  have  had 
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difficulty  in  attracting  and  retaining  psychiatrists,    other  mental  health 
professionals  and  physical  therapists.     Shortages  involving  these  key  pro- 
fessionals can  have  major  impact  on  the  Montana    deinstitutionalization 
program    and  should  be  considered  in  long-term  deinstitutionalization  plan- 
ning.    For  example: 

As  noted  previously,   the  DD  deinstitutionalization  program  has 
slowed  in  recent  months  as  difficulty  has  been  encountered  in 
placing  the  more  severely  retarded  patients  who  comprise  the 
bulk  of  the  Boulder  River  Hospital's  remaining  population. 
While  difficulties  in  obtaining  adequate  services  at  the  com- 
munity   level  is  a  determining  factor  in  placement  slowdowns, 
it  should  be  noted  that  the  Boulder  River  School  has  had  signifi- 
cant difficulty  in  recruiting  experienced  physical  therapist    staff, 
and  is  currently  relying  on  a  contractual  arrangement  to  provide 
service. 

Psychiatric  resources  are  extremely  limited  at  the  community 
level  throughout  the  state.     The  limited  nature  of  resources 
available  is  a  significant  factor  in  determining  the  number   and 
type  of  patients  who  can  be  deinstitutionalized. 

While  there  is  probably  no  ready  short-term  solution  to  the  professional 
resource  problem,   it  should  be  considered  as  a  major  factor  in  deinstitution- 
alization planning.     Key  issues  which  should  receive  planning  consideration 
include  the  following: 

.  Resource  availability  needs  to  receive  major  consideration  in 

resolving  the  issue  of  the  extent  to  which  the  Boulder  River  School  and 
Hospital's  remaining  population  will  be  deinstitutionalized. 
Difficulty  in  attracting  and  retaining  physical  therapists  and  other 
skilled  personnel  at  the  isolated  state  hospital  location  should  be 
considered  as  a  factor  favoring  those  proposals  which  involve 
eliminating  the  Boulder  River  Hospital  and  replacing  it  with 
several  "mini"  facilities  located  in  populous  areas  of  the  state, 
where  presumably,   qualified  care  personnel  would  be  easier 
to  attract  and  retain. 
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The  extent  to  which  a  component  of  both  the  DD  and  mental 
health  deinstitutionalization  programs  should  involve  a  concerted 
effort  to  attract  trained  professionals  to  Montana  to  provide  the 
services  required  at  both  the  institutional  and  community  level. 

The  geographical  focus  of  deinstitutionalization  efforts  should 
include  extensive  consideration  of  the  professional  staff  re- 
source availability  question.     With  the  exception  of  those 
patients  who  have  minimal  service  requirements,   planning 
should  emphasize  placing  most  patients  in  populous  areas. 

6.      OVERALL,    THERE  APPEAR  TO  BE  SIGNIFICANT  OPPORTUNITIES 
TO  INCREASE  LEADERSHIP  AND  MANAGEMENT  CONTROLS  IN 
BOTH  ELEMENTS  OF  MONTANA'S  DEINSTITUTIONALIZATION 
EFFORT 

As    can  be  seen  from  the  previous  paragraphs,   there  are  significant 
differences  between  the  two  elements  of  the  Montana  mentally  disabled 
deinstitutionalization  effort.     On  an  overall  basis,   the  DD  deinstitutionaliza- 
tion program  has  made  more  evident  progress;  appears  to  be  better  defined; 
and  has  received  significantly  more  intensive  funding.     When    compared 
with  similar  programs  in  other  states,   Montana's  DD  deinstitutionalization 
program  should  be  considered  a  success  to  date.     Conversely,   the  mental 
health  deinstitutionalization  program  appears  to  have  significant  problems. 
The  program  lacks  definition  and  coordination  among  key  program  components 
and  agencies;  and  has  not  received  funding  comparable  to  that  allocated  to  the 
DD  deinstitutionalization  program. 

While  the  to-date  performances  of  the  two  programs  differ,   there  is  a 
common  element  which  characterizes  each  --  an  apparent  lack  of  consistent 
management  leadership  within  each  program  and  coordination  between 
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programs  which  should  be  cooperative  efforts.     Major  indications  of  gaps 

in  leadership  and  consistent  management  controls  within  each  program 

include  the  following: 

Developmentally  Disabled  Deinstitutionalization  Program. 
Overall,   evidence  indicates  that,    since  the  implementation  of 
the  program,  most  pressures  for  program  modification, 
quantification  of  targets  and  improvements  in  management 
controls  have  come  from  outside  the  DD  Division,   and  in 
many  instances,   from  outside  the  Department  of  Social  and 
Rehabilitation  Services.     Now  that  the  program  has  moved  out 
of  its  initial  implementation  stages  and  the  early  "push"  for 
reducing  institutional  population  has  waned,  there  is  a  major 
need  to  reassess  the  program's  direction  and  make  the 
changes  necessary  to  move  into  the  next  phases  of  the  dein- 
stitutionalization program.     It  is  clear  that,  within  the  pro- 
gram,  there  has  not  been  adequate,    centralized  and  coordinated 
attention  to  these  developmental  and  transitional  issues. 
Evidence  of  problems  related  to  central    program  management 
include  the  following: 

The  unresolved  issue  involving  the  extent  to  which  the 
remaining  population  at  Boulder  River  School  and 
Hospital  will  be  deinstitutionalized. 

The  uncertainty  among  DD  regional  staff  regarding  their 
role  vis  a  vis  regional  DD  advisory  board. 

The  lack  of  consistent  service  quality  evaluation  of 
community  level  DD  services. 

The  issue  of  DD  regional  staff  workload  levels  considering 
placement  slowdowns. 

The  unresolved  issue  of  where  to  relocate  DD  patients 
currently  housed  at  Galen  State  Hospital,  where  services 
which  are  provided  to  other  DD  patients  in  the  state 
system  are  unavailable. 

The  unresolved  issue  of  the  quality  of  casework  services 
provided  to  DD  patients  by  county  level  social  workers. 
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Lack  of  resolution  of  the  propriety  of  allowing  service 
providers  to  serve  on  regional  DD  advisory  boards. 

Mental  Health  Deinstitutionalization  Program.      Analysis 
contained  in  the  preceeding  paragraphs  has  shown  that  the 
mental  health  deinstitutionalization  program  is  characterized 
by  significant  problems,    ranging  from  lack  of  definition 
regarding  which  element  of  the  institutional  population  should 
be  a  target  for  the  deinstitutionalization  program,   to  coordina- 
tion between  the  state  level  institutions  and  the  community 
mental  health  centers.     Overall,   the  major  cause  of  these 
problems  appears  to  lie  with  the  central  management  in  the 
Department  of  Institutions.     Over  the  last  several  years,   it 
does  not  appear  that  departmental  central    management  has 
"pushed"  the  deinstitutionalization  program.     As  a  result,    it 
appears  that  the  institutions  do  not  accord  high  priority  to 
deinstitutionalization  and  departmental  management  has  taken 
few  steps  to  make  the  institutions  accountable  for  making 
deinstitutionalization  progress.     Symptomatic  of  management 
problems  in  the  mental  health  deinstitutionalization  program 
are  the  following: 

Lack  of  definition  of  which  portions  of  the  institutional 
population  are  candidates  for  deinstitutionalization 
and  related  quantification  of  community  service  needs 
necessary  to  facilitate  deinstitutionalization. 

Absence  of  firm  placement  and  population  reduction 
targets  for  the  involved  institutions. 

Absence  of  a  precise  plan  for  the  development  of 
community  based  services  and  facilities  to  serve 
deinstitutionalizationed  patients. 

Gaps  in    coordination  between  the  institutions  and 
community  mental  health  centers. 

Absence  of  accurate  cost  and  performance  data  regarding 
the  deinstitutionalization. 

While  some  of  these  weaknesses  and  the  overall  lack  of  progress 
in  meeting  the  legislative's  deinstitutionalization  mandate  could 
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be  attributed  to  lack  of  financial  resources,  we  believe  that 
finances  alone  are  not  the  real  issue.     Given  strong  central 
management,   financial  shortcomings  could  have  been  docu- 
mented and  their  impact  on  deinstitutionalization  made  visible. 
To  date,   this  has  not  occurred. 

Finally,  there  has  been  inadequate  attention  to  coordination  between 
the  two  deinstitutionalization  programs.     For  example,   given  the  shortage 
of  field  staff  available  to  work  towards  mental  health  deinstitutionalization, 
it  would  seem  that  steps  could  have  been  taken  to  use  DD  regional  staff 
resources  to  develop  group  homes  and  the  like.     We  were  unable  to  identify- 
any  concrete  steps  which  are  being  taken  to  effect  coordination  of  this 
nature. 


The  various  problems  identified  in  both  components  of  the  deinstitution- 
alization program  reflect  central  management    and  leadership   problems.     Unless 
these  gaps  are    filled,  we  feel  it  will  be  difficult  to  maintain  the  successes 
achieved  in  the  initial    stages  of  the  DD  deinstitutionalization  program  or 
to  make  significant  progress  toward  meeting  the  legislative's  mandate  to 
deinstitutionalize  the  treatment  of  selected  mental  health  patients. 

The  next  chapter     analyzes  the  cost  structure  of  the  deinstitutionalization 
program. 
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HI.      THE  COST  STRUCTURE 
OF  THE  DEINSTITUTIONALIZATION 
PROGRAM 


III.     THE  COST  STRUCTURE  OF  THE 
DEINSTITUTIONALIZATION 
PROGRAM 

The  previous  two  chapters  have  discussed  the  organization  and 
management  structure  of  the  Montana  desintitutionalization  program,   and 
have  noted  that  the  level  of  resources  applied  to  DD  deinstitutionalization 
have  been  significantly  greater  than  those  used  to  facilitate  community  place- 
ments of  institutionalized  mental  health  patients.     This  chapter  explores 
financing  and  cost  issues  related  to  both  components  of  the  program  in 
terms  of: 

Total  program  cost. 

Major  revenue  sources  and  the  funding  mix  used  to  support 
both  program  components. 

Analysis  of  per  patient  costs  for  both  DD  and  mental  health 
patients  in  institutional  compared  to  community  based  service 
settings. 

Analysis  of  the  revenue  mix  employed  to  support  patients  in 
institutional  and  community  based  settings  including  identifica- 
tion of  cost  differentials  from  the  state's  prespective. 

Review  of  the  fixed  versus  variable  cost  structure  of  institutional 
operations  and  analysis  of  these  implications  of  the  cost  structure 
on  various  approaches  for  financing  deinstitutionalization. 

In  reviewing  the  cost  data  presented  in  this  chapter,   it  should  be  noted 

that  they  represent  estimates  constructed  from  available  financial  documents. 

As  currently  structured,   existing  statewide  and  internal  department  financial 
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reporting  systems  do  not  provide  the  opportunity  to  isolate  and  display  the 
specific  costs  of  the  deinstitutionalization  program.     Cost  data  are  included 
within  larger  budgets  and  financial  reports  and  must  be  extracted  and  con- 
solidated to  develop  a  portrait  of  program  costs.     In  addition,   the  consulting 
team  encountered  substantial  difficulty  in  developing  relatively  accurate  cost 
estimates  for  certain  program  areas: 

Frequently,    cost  and  performance  data  drawn  from  several 
sources  did  not  agree. 

Detailed  cost  data  related  to  community  level  mental  health 
operations  were  extremely  limited  with  several  regions  being 
unable  to  even  estimate  the  unit  costs  of  community  mental 
health  services. 

.  Data  related  to  program  performance  (e.g.   number  of  clients 

deinstitutionalized;  clients  in  the  community;  potential  number 
of  program  clients  for  both  DD  and  mental  health  services) 
vary  significantly  depending  on  the  data  source  employed.     With 
current  reporting  sources  and  systems,    it  is  virtually  impos- 
sible to  develop  a  comprehensive  picture  of  program  performance. 

In  short,    current  reporting  systems  and  data  sources  make  it  difficult 

to  analyze  program  cost  and  performance.     This  fact,    combined  with  the 

management  issues  reviewed  in  the  previous  two  chapters,    should  be  kept 

in  mind  when  identifying  high  priority  improvement  opportunities  for  program 

operations. 

1.  MENTAL  HEALTH  AND  DEVELOPMENTAL  DISABILITY  SERVICES 

COST  APPROXIMATELY  $39,000,000  ANNUALLY 

Exhibit  VI,  which  follows  this  page,    shows  the  estimated  annual  cost 

of  the  mental  health  and  developmentally  disabled  service  programs  in  Montana. 
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Overall,   total  program  costs  in  fiscal  year  1976-1977  are  estimated 

to  be  $38,800,000.     This  total  cost  figure  was  developed  as  follows: 

All  organizational  units,   at  the  state  and  county  level,  which 

are  involved  in  the  deinstitutionalization  program  were  identified. 

Depending  on  their  degree  of  involvement  in  the  program,   either 
full  or  partial  costs  were  allocated.     Allocation  methodologies 
were  as  follows: 

When  staff  were  involved,    costs  were  allocated  based  on 
the  number  of  staff  involved  in  the  deinstitutionalization 
program  versus  total  staff  assigned  to  the  organization 
in  question. 

When  staff  were  not  the  direct  determining  factor  (e.g. 
costs  for  food  stamps  for  mental  health  clients  in  com- 
munities),  per  patient  costs    were  estimated  and  used  to 
estimate  total  program  costs. 

Direct  and  indirect  costs  were  included  in  the  calculations.     For 
example,   mental  health  program  costs  included  estimate  of 
costs  related  to  public  assistance  for  deinstitutionalized  mental 
health  clients. 

Cost  calculations  were  complicated  by  difficulties  in  determining  the 
exact  number  of  mental  health  patients  deinstitutionalized  during  the  period 
in  question.     Specifically,    given  current  data  sources,   it  is  difficult  to  dis- 
tinguish between  mental  health  patients  who  were  simply  discharged  and 
those  who  were  actually  deinstitutionalized  for  treatment  in  a  less  restrictive 
community  based  service  setting. 

The  paragraphs  which  follow  discuss  the  principal  characteristics  of 
the  broad  program  cost  structure. 
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(1)        Resources  Allocated  to  Treatment  of  the  Developmentally 
Disabled  Exceed  Mental  Health  Program.  Financing  by 
About  35  Percent 

About  5.8  million  dollars  more  per  year,   are  being  spent  for 
care  and  treatment  of  the  developmentally  disabled  than  upon  the 
mentally  ill.     This  allocation  of  financial  resources  undoubtedly 
reflects  the  strong  legislative  mandate  to  deinstitutionalize  the 
developmentally  disabled  as  rapidly  as  possible.     In  great  measure, 
the  gap  between  the  two  programs'  financial  resources  has  resulted 
from  the  DD  program  receiving  a  substantial  portion  of  the  federal 
funds  available  for  social  service  programs  in  the  State  of  Montana. 
Of  the  approximately  14.  9  million  dollars  which  Montana  received  pur- 
suant to  Public  Law  93-647  Title  XX  for  the  period  from  October  1975 
through  June  1977  (21  month  program),   DD  programs  were  allocated 
over  5  million  dollars  while  none  of  these  funds  were  set  aside  for 
mental  health  services  in  the  original  social  service  plan.    A  direct 
result  of  this  funding  allocation  differential  can  be  seen  in  terms  of 
central  unit  staffing.     While  the  DD  division  has  nearly  40  staff  members 
available  to  plan  and  execute  deinstitutionalization,    only  two  staff  members 
in  the  Department  of  Institutions  devote  significant  portions  of  their 
available  time  to  deinstitutionalization  activities.     This  imbalance 
in  itself  may  be  a  major  rationale  for  the  differing  performance  levels 
between  the  two  programs. 
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(2)        Funds  Allocated  to  Community  Based  Treatment  of 

Developmentally  Disabled  Individuals  Represent  About  50 
Percent  of  Direct  Service  Expenditures 

Of  total  DD  program  costs  of  about  $22  million,   about  $21  million 
represent  costs  of  direct  services  to  clients  in  both  institutional  or 
community  based  settings.     Approximately  $10.  8  million  is  associated 
•with  institutional  care  and  $10.8  million  with  direct  service  to  DD 
clients  at  the  community  level.     Community  level  direct  services  have 
been  defined  to  include  DDD  regional  staff  costs;  program  and  sub- 
sistence costs  for  deinstitutionalized  clients;  related  social  service 
payments;  special  educational  costs;  and  the  like.     It  is  interesting 
to  note  the  number  of  clients  served  in  these  two  categories: 

During  the  current  fiscal  year,   the  approximately  $10.8 
million  for  community  based  direct  services  was  used  to 
provide  services  to  an  estimated  1,  158  DD  clients.     Of  this 
total,    107  were  individuals  who  have  been  deinstitutionalized 
and  1,  051  are  clients    who  have  never  been  admitted  to  a  state 
institution.     Direct  service  costs  to  deinstitutionalized  clients 
represent  11%  of  the  $10.  8  million  total. 

The  $10.8  million  expended  for  institutional  care  covered  407 
DD  patients  who  were  served  at  the  four  state  operated 
institutions.     Of  this  total,    74%  was  allocated  to  operation  of 
the  Boulder  River  School  and  Hospital  which  is  the  only  institu- 
tion providing  acute  hospital  care  and  a  full  range  of  care  and 
treatment  to  the  developmentally  disabled. 

It  is  also  interesting  to  note  the  composition  of  community  based 

service  costs.     The  table  which  follows  shows  the  breakdown  of  these  costs, 
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TABLE  1 

Breakdown  of 
Community  Based 
Service  Costs 

Cost  Component  $ 

(000) 
Client  Subsistence  $3,  312 

Client  Service  Programs        5,  317 
Special  Education  1,334 

Regional  Staff  375 

Local  Casework  Services  277 

and  other  social  services 
Direct  Payments  --  225  2.  1 

medical  and  social 

services  

TOTAL  $10,  840  100.0 


Percent 

30. 

5 

49. 

0 

12. 

3 

3. 

5 

2. 

6 

Of  the  $10.  8  million  expended  in  the  last  year  on  community 

based  services,     nearly  80%  involved   direct  purchase  of  services 

for  clients  at  the  community  level;  another  12%  is  expended  on  providing 

special  education  services  to  DD  clients;  with  the  remaining  5%  allocated 

to  casework  service  and  other  direct  service  costs. 

(3)        Community  Based  Services  Comprise  a  Significantly  Lower 
Portion  of  Total  Mental  Health  Program  Expenditures 

Funding  allocations  within  the  mental  health  program  differ 

significantly  on  a  proportional  basis  from  those  within  the  DD  program. 

Of  the  total  $16  million  which  supported  the  various  components  of    the 

program  at  both  state  and  local  levels,    about  $5.97  million  (37%  of 

the  total  program)  were  devoted  to  community  based  services.     Of 

this  amount,    92%  involved  the  direct  operation  of  community  mental 
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health  centers.     Because  of  the  absence  of  accurate  quantitative  data 
indicating  the  number  and  types  of  patients  who  have  been  dein- 
stitutionalized (as  opposed  to  those  who  were  released,  transferred  to 
other  facilities  and  the  like),   it  is  impossible  to  develop  an  accurate 
estimate  of  the  portion  of  the  community  based  budget  which  is  involved 
in  serving  deinstitutionalized  patients. 

In  addition,    because  of  the  nature  of  the  mental  health  program, 
the  entire  $16  million  cannot  be  viewed  as  directly  related  to  or 
liable  to  impact  through  a  program  of  deinstitutionalization.     For 
example,   the  Warm  Springs  State  Hospital  budget  includes  funds 
allocated  to  support  and  provide  service  to  such  patients  as  the 
criminally  insane  and  other  patient  classifications  who  could  not  be 
considered  candidates  for  deinstitutionalization. 

(4)        Total  Program  Cost  Analysis  Needs  to  Incorporate  Local 

County  Costs  Related  to  Serving  Deinstitutionalization  Clients 

As  can  be  seen  in  Exhibit  VI,   any  comprehensive  cost  analysis 
must  include  consideration  of  not  only  costs  visible  in  the  state  budget, 
but  also  local  county  costs  related  to  or  resulting  from  the  dein- 
stitutionalization program.     To  ensure  that  these  costs  were  con- 
sidered,  we  developed  estimates  based  on  interviews  with  local  county 
welfare  department  officials.     Under  current  cost  reporting  systems, 
there  is  no  other  way  to  document  costs  other  than  through  interviews 
with  representative  local  welfare  staff. 
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We  attempted  to  document  these  costs  because  it  was  felt  that 
a  comprehensive  program  of  deinstitutionalization  might  have 
significant  cost  ramifications  for  local  governments.     As  patients 
were  deinstitutionalized  and  moved  from  institutional  to  local  com- 
munity settings,  we  felt  that  there  might  be  a  cost  shift  from  state 
to  locally  funded  client  support  resulting  from  such  elements  as  the 
following: 

Caseload  increases  for  local  social  workers. 

Providing  food  stamps,   public  assistance,    and  other  direct 
payments  to  indigent  deinstitutionalization  patients. 

Other  local  service  costs. 

While  we  estimate  that  some  of  these  costs  have  been  incurred, 

we  do  not  feel  they  have  been  substantial  on  a  statewide  basis.     Our 

estimates  (as  shown  in  Exhibit  VI)  indicate  that  local  county  costs 

related  to  the  deinstitutionalization  program  total  about  $589,  000,   for 

the  current  fiscal  year,   when  county  contributions  to  regional  mental 

health  center  operations  are  included.     When  only  incremental  costs 

related  to  casework  services  and  direct  payments  are  considered, 

county  costs  related  to  deinstitutionalization  total  only  about  $47,000. 

These  estimates  need  to  be  considered  in  light  of  the  following: 

Their  accuracy  is  subject  to  the  same  problems  noted  earlier, 
associated  with  determining  the  number  of  mental  health 
patients  who  have  actually  been    deinstitutionalized. 
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In  most  cases,   the  cost  estimates  shown  in  Exhibit  VI 
do  not  reflect  actual  expenditure  increases  for  the  counties, 
but  rather  are  opportunity  costs  associated  with  workload 
increases  for  existing  staff.     In  fact,   in  most  cases  counties 
have  not  added  personnel  to  deal  with  workload  increases 
resulting  from  deinstitutionalization,  but  have  simply  assigned 
existing  staff  to  handle  the  incremental  caseload. 

2.    STATE  GENERAL  FUNDS  COVER  ABOUT  THREE  QUARTERS  OF 
TOTAL  PROGRAM  COSTS 

Exhibit  VII,  which  follows  this  page,   shows  the  revenue  sources 
employed  to  support  both  the  DD  and  mental  health  service  delivery  systems 
in  the  state.     As  shown  in  the  exhibit,    on  an  overall  basis,    state  funds  sup- 
port the  great  majority  of  program  operations.     The  paragraphs  which  follow 
outline  principal  conclusions  which  can  be  drawn  from  the  data  shown  in 
Exhibit  VII. 

(1)        The  Majority  of  the  Resources  Applied  to  Support  Institutional 
Programs  are  Drawn  From  the  State  General  Fund 

As  can  be  clearly  seen  from  the  data  shown  in  the  exhibit, 

institutional  operations  are  almost  totally  state  supported  with  state 

general  funds  covering  nearly  90%  of  total  institutional  operating  and 

service  costs.     External  federal  funding  support  for  institutional 

operations  appears  limited  to: 

Title  XVIII  (Medicare /Medicaid)  reimbursement  for  patient 
medical  services. 

Limited  grant  funds. 

On  an  overall  basis,   federal  funds  applied  to  institutional 

operations  total  less  than  $3  million  per  year. 
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(2)        Community  Based  Services  Are  Supported  by  a  Higher 
Proportion  of  Federal  Funds 

In  contrast  to  the  funding  mix  associated  with  institutional 

operations,   federal  funds  cover  a  proportionately  greater  share  of 

service  costs  for  community  based  service  programs.     The  table 

below  shows  the  proportion  of  funding  support  for  both  DD  and  MH 

community  based  service  programs. 

TABLE  2 

Funding  Support 
for  Community  Based 
Service  Programs 

Proportional  Funding  Support 


Type  Service  Federal  State  Local 

DD  Services  45.8%  53.6%  .6% 

MH  Services  37.5  42.4  2  0.1 

As  can  be  seen  from  the  table,   federal  funds  cover  a  greater  pro- 
portion of  total  cost  for  DD  community  based  service  programs  than 
they  do  for  MH  community  based  service  programs.     Relevant  factors 
involving  the  funding  mix  for  both  programs  include  the  following: 

In  both  programs,    federal  funding  allocations  reflect  a  limited 
number  of  funding  sources. 

.  -  The  DD  program  reflects  the  decision  to  allocate  a 

significant  portion  of  the  title  XX  funds  made  available 
to  Montana  to  the  deinstitutionalization  program. 

Mental  health  center  staffing  grants  comprise  a  significant 
portion  of  the  external  funding  for  the  mental  health  center 
community  based  program. 
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Expiration  or  reallocation  of  the  funding  sources  noted  above 
could  significantly  alter  the  scope  and  structure  of  the  com- 
munity based  service  programs. 

(3)        Less  Than  2%  of  the  DP  -  MH Program  is  Financed  by  County 
Government 

With  the  exception  of  county  shares  of  regional  mental  health 

center  costs,   the  preparation  of  total  DD   -  MH  program  revenue  which 

is  derived  from  the  county  level  is  limited.     County  participation  in 

overall  program  support  is  limited  to  the  following: 

Counties  provide  social  service  case  work  management  for 
DD  clients  and  participate  financially  with  the  federal  and  state 
governments  for  salary  costs  at  the  rate  of  75%  federal,    12j% 
state  and  12-|%  county.     Operational  costs  for  this  service  are 
split  50%  federal,   50%  county. 

Counties  provide  eligibility  determination  for  Supplemental 
Security  Income  and  Medicaid  for  DD  -  MH  individuals  who  are 
served  in  the  communities.     These  costs  are  also  split  with 
federal  and  state  governments.     This  factor  is  not  signficant 
in  relation  to  the  remainder  of  the  MH  -  DD  service  program 
because  most  DD  -  MH  patients  who  are  deinstitutionalized  have 
already  had  eligibility  determined. 

Counties  provide  general  relief  and  food  stamp  assistance 
to  some  DD  -  MH  patients  who  are  placed  in  settings  during 
the  period  between  application  for  SSI  and  certification  of 
eligibility  and  receipt  of  first  SSI  funds.     This  is  estimated  to 
be  a  minor  cost  item  in  the  total  funding  process,   but  it  is  a 
total  county  cost  for  providing  general  relief  and  processing 
food  stamps.  It  should  be  noted  SRS  has  developed  a  program 
to  provide  funding  support  for  patients  awaiting  SSI  certification, 
essentially  eliminating  the  need  for  county  funding  support  during 
this  interim  period. 

.  Most  counties  contribute  to  the   Regional  Mental  Health  Center 

operations.     Counties  may  levy  up  to  one  mill  on  the  taxable 
valuation  of  the  county  to  help  support  local  mental  health  ser- 
vices.    None  of  them  levy  the  full  mill  tax  but  most  of  them  do 
provide  some  tax  support  for  the  Regional  Mental  Health  Centers. 
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Overall,   however,   available  evidence  fails  to  indicate  that  there 
has  been  a  significant  cost  shift  from  state  to  local  government  as 
patients  have  been  deinstitutionalized. 
(4)        Revenue  Patterns  May  Shift  in  Upcoming  Years 

Over  the  next  three  years,   there  may  be  some  substantial  shifts 

in  revenue  availability  which  could  impact  both  the  DD  and  mental 

health  service  programs  in  general  and  the  deinstitutionalization  pro-  . 

gram  in  particular.     Potential  changes  include  the  following: 

.  Federal  staffing  grants,  which  comprise  nearly  40%  of  regional 

mental  health  center  funding,   are  due  to  expire  in  the  next 
several  years.     Unless  federal  funding  policy  shifts   and  these 
staffing  grants  are  renewed,    continued  operation  of  regional 
mental  health  centers  at  something  close  to  current  levels  will 
require  substantial  infusion  of  new  state  funds. 

Public  Law  94-63  stipulates  that  regional  mental  health  centers 
must  provide  twelve  basic  mental  health  services  or  face  loss 
of  federal  funds.     While  the  mandate  stands,   the  federal  govern- 
ment has  not  made  sufficient  funds  available  to  assist  the  centers 
to  make  the  service  expansion  transition.     Unless  federal  policies 
change,  the  centers  may  face  the  need  for  additional  state  or 
local  county  funding  to  either: 

Expand  service  scope  to  meet  federal  mandates. 

Replace  federal  funding  lost  because  of  the  centers' 
inability  to  meet  federal  service  scope  mandates. 

As  deinstitutionalization  proceeds,    cost  burdens  will  shift  from 
the  institutions  to  those  organizations  and  agencies  involved 
in  developing  and/or  delivery  community  based  services.     Con- 
currently,  budgeting  and  funding  allocation  processes  will  need 
to  take  this  shift  in  service  and  cost  burdens  into  account. 
Specific  issues  which  will  need  to  be  addressed  include  the 
following: 
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Development  of  detailed  guidelines  for  estimating  the  cost 
impact  of  deinstitutionalized  patients  on  community  mental 
health  centers  and  on  DD  division  field  service  operations 
to  support  reallocation  of  funds  from  institutions  to  the 
community  service  level. 

Establishment  of  parameters  for  reducing  institutional 
funds  as  institutional  populations  decrease.     These  para- 
meters will  need  to  reflect: 

The  fact  that  small  incremental  (less  than  thirty 
to  fifty  patients)  reductions  in  patient  population 
has  no  appreciable  impact  on  institutional  operating 
cost  requirements. 

Some  agreement  on  what  service  levels  will  be  in 
institutions.     In  the  absence  of  such  agreement, 
there  will  be  a  tendency  for  the  institutions  to 
increase  service  levels  rather  than  reduce  operating 
levels. 

Subsequent  sections  of  this  report  deal  with  steps  which  should 

be  taken  to  deal  with  the  funding  reallocation  issue. 

3.         PER  PATIENT  COSTS  FOR  INSTITUTIONALIZED  DD  PATIENTS 

APPEAR  TO  BE  HIGHER  THAN  FOR  PATIENTS  WHO  HAVE  BEEN 
DEINSTITUTIONALIZED  TO  COMMUNITY  SETTINGS 

The  cost  analyses  provided  in  the  first  two  sections  of  this  chapter 

showed  expenditure  and  revenue  estimates  for  the  total  DD  -  MH  program  in 

the  State  of  Montana.     This  section  of  the  report  will  portray  the  annual 

cost  of  providing  care  and  treatment  of  a  DD  patient  in  an  institution  compared 

to  providing  care  and  social  service  programs  for  such  an  individual  in  a 

community -based  setting.     The  purpose  of  this  analysis  is  to  determine: 

The  relative  magnitude  of  service  costs  in  institutional  and 
community  settings. 

Comparative  funding  sources  used  to  provide  patient  services 
in  both  settings. 
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(1)        The  Estimated  Average  Annual  Per  Patient  Cost  for  Care  and 
Services  for  a  DP  Deinstitutionalized  Patient  is  $10,891 

Exhibit  VIII  following  this  page  displays  the  estimated  annual 
cost  of  maintaining  a  developmentally  disabled  client  in  the  community. 
Annual  costs  are  displayed  for  a  DD  adult  in  a  group  home  situation 
and  for  a  DD  child  in  a  foster  home  setting.    Federal,  state,   and 
county  costs  are  displayed  and  totalled.     Finally,   an  average  was 
taken  of  the  two  totals  to  estimate  the  average  annual  cost  to  maintain    a 
typical  developmentally  disabled  person  in  a  community  based  setting. 
Of  course,   it  should  be  recognized  that  actual  costs  will  vary  depending 
on  the  severity  of  patients'   retardation  and  their  health  condition.     For 
example,    community  level  costs  for  maintaining  a  mildly  retarded  per- 
son who  requires  little  medical  assistance;  is  able  to     function  in  an 
individual  living  situation;  and  is  able  to  work  will  be  substantially 
less  than  the  costs  associated  with  serving  a  more  severely  retarded 
person.     Principle  conclusions  which  can  be  drawn  from  the  exhibit 
are  as  follows: 

Nearly  two-thirds  of  the  cost  of  maintaining  a  DD  adult  in  the 
community  is  borne  by  the  federal  government  while  about  55% 
of  the  costs  for  a  DD  child  are  state  funded. 

The  principal  difference  in  the  federal  and  state  share  of  costs 
associated  with  services  for  a  DD  adult  as  compared  to  a  DD 
child  is  the  cost  of  special  education  services  for  DD  children 
which  are  primarily  a  state  cost. 

Federal  Title  XX  funds,    allocated  by  the  state  to  the  DD  service 
program,   fund  most  program  services  for    deinstitutionalized 
DD's. 
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DP  DEINSTITUTIONALIZED  ADULT  (GROUP  HOME) 


EXHIBIT  VIU 
State  of  Montana 
ESTIMATED  ANNUAL  COST  OF 
SERVICES  FOR  A  DD 
DEINSTITUTIONALIZED  INDIVIDUAL 


Funding    Source 


Cost  Element 


Federal 


Subsistence 

$ 

2,014 

Program  /Service 

3,179 

Medical  Assistance  (Medicaid) 

156 

Social  Service  Casework 

488 

Direct  Service  Training 

400 

DD  Division  -  Administrative 

Overhead 

-0- 

Total  DD  -  Adult 

$ 

6,237 

State 


$ 

1,248 

1,060 

155 

81 

133 

646 

$ 

3,323 

County 

Total  Cost 

$        -0- 

$ 

3,262 

-0- 

4,239 

-0- 

311 

81 

650 

-0- 

533 

-0- 

$ 

646 

$          81 

9,641 

DD  DEINSTITUTIONALIZED  CHILD  (FOSTER  HOME) 


Cost  Element 


Federal 


Subsistence 

2 

,014 

Program/Service 

2 

,154 

Special  Education  Service 

237 

Medical  Service  (Medicaid) 

44 

Case  Management 

488 

Direct  Service  Training 

400 

DD  Division  -  Administrative 

Overhead 

-0- 

Total  DD  -  Child 

5 

,337 

Average  Cost  -  Adult  &  Child 

5, 

787 

Fund  i  ng    Source 


State 


588 

718 

4, 

513 

43 

81 

133 

646 

6 

,722 

5, 

023 

County 

Total  Cost 

-0- 

2,602 

-0- 

2,872 

-0- 

4,750 

-0- 

87 

81 

650 

-0- 

533 

-0- 

646 

81 

12, 140 

81 

10,891 
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.  Due  to  program  regulations,   federal  funds  cover  a  greater 

share  of  subsistence  and  service  program  costs  for  adults 
than  for  children. 

.  The  fiscal  participation  of  counties  in  the  maintenance  of 

DD  persons  in  the  community  is  not  of  significant  fiscal  impact. 
As  noted  previously  in  this  analysis,  the  on-going  role  of  counties 
is  one  of  social  service  casework  management  for  those  DD 
persons  who  are  eligible  for  social  security  or  supplemental 
security  income. 

Appendix  B  at  the  end  of  this  report  shows  computational  methods 

employed  to  calculate  these  cost  estimates. 

(2)        The  Estimated  Annual  Per  Patient  Cost  for  an  Institutionalized 
DD  Patient  is  $28,  25  7. 

Exhibit  IX  which  follows  this  page  shows  the  estimated  annual 

cost  of  providing  care  and  treatment  to  a  developmentally  disabled 

person  in  the  Boulder  River  School  and  Hospital. 

The  resident  population  at  BRSH  consists  of  93%    severely 
profoundly  DD  persons  and  only  7%  mild  -mode  rate  DD  persons. 
Obviously,   it  costs  more  to  provide  care  and  treatment  for  a 
severely -profoundly  mentally  retarded  person  who  may  be 
non -ambulatory  than  a  mildly    mentally  retarded  person  who  is 
ambulatory.     As  a  result,   institutional  costs  may  not  be  totally 
comparable  to  deinstitutionalized  cost  because  of  patient 
differences.     Based  upon  the  total  estimated  expenditures  at 
BRSH  (less  capital  equipment  costs),  the  average  annual  cost 
to  care  and  treat  a  DD  person  is  $28,257. 

Principle  conclusions  which  can  be  drawn  from  the  exhibit  are 

as  follows: 

State  funds  cover  the  major  share  of  patient  service  and  sub- 
sistence costs  at  BRSH  --  approximately  63%. 

Federal  funding  is  limited  to  Medicaid  reimbursement  plus  a 
modest  ESEA  grant  for  special  educational  services. 
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EXHIBIT  K 
State  of  Montana 
ANNUAL  PER  PATIENT 
PROGRAM  AND  SERVICE  COSTS- 
BOULDER  RIVER  SCHOOL 
AND  HOSPITAL 


Funding    Source 


tee  and 

Revolving 

Insurance 

Federal 
$      -0- 

$ 

State 

$ 

Fund 
-0- 

Reimbursement 
$         -0- 

Total  Cost 

Administrative  Overhead 

6,315 

$    6,315 

Care  G  Custody 

8,592 

8,320 

-0- 

746 

17, 658 

Developmental  Services 

985 

2,552 

-0- 

-0- 

3,537 

Community  Services 

-0- 

625 

-0- 

-0- 

625 

Canteen 

-0- 

$ 

80 
17,  892 

42 

-0- 

122 

Total 

$  9,577 

$ 

42 

$ 

746 

$   28,257 
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(3)        When  Viewed  From  a  Cost  Perspective  Alone,   it  Would  Seem 

to  be  to  the  State's  Advantage  to  Deinstitutionalize  the  Maximum 
Feasible  Number  of  DP  Patients 

Data  contained  in  the  preceeding  two  sections  indicate  that  serving 

DD  patients  in  the  community  offers  several  significant  cost  advantages 

for  the  State  of  Montana.     The  table  which  follows  provides  a  summary 

comparison  of  the  cost  structures  for  institutional  versus  community 

level  service. 


TABLE  3 
COMMUNITY  VERSUS 
INSTITUTIONAL  COST  STRUCTURE- 
AVERAGE  DD  PATIENT 

FUNDING   SOURCE 


Service 

Federal 

State 

County 
$              % 

$81            .8 

Other 

Total 

Setting 

$                        % 

$                   % 

$              % 
$788          2. 8 

$ 

% 

Institution 
Community 

$9,  577             33.  9 
5,787             53.1 

$17,  892           63.  3 
5,023           46.1 

$28,  257 
10,  891 

100.0 
100.0 

As  the  table  shows,   there  are  two  relevant  factors  in  the  institutional 

versus  community  level  service  comparison: 

Based  on  current  operating  practices,  community  level  care  is 
significantly  less  costly,  both  in  terms  of  absolute  cost  as  well 
as  state  contribution  to  patient  training  and  support. 

On  a  proportional  basis,   federal  funds  cover  a  greater  share 
of  patient  support  costs  when  services  are  provided  at  the 
community  level. 

While  these  comparisons  are  interesting,    several  conditions  must 

be  borne  in  mind  when  reviewing  the  data  in  the  previous  tables  and 

exhibits: 

The  costs  displayed  in  the  tables  are  averages  only.     Actual  per 
patient  costs  in  both  settings  can  be  expected  to  vary  widely. 
For  example,   interviews  with  representatives  of  BRSH  indicate 
that  per  patient  care  costs  range  from  $6,  000  to  $80,  000  depending 
on  severity  of  retardation,    associated  medical  problems  and  the 
like. 
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In  part,    the  composition  of  funding  community  based  patient 
services  reflects  Montana's  decision  to  allocate  significant 
portions  of  available  Title  XX  funds  to  community  based  DD 
developmental  and  program  services.     If  the9e  funds  were 
allocated  to  another  area,   the  state  share  of  local  community 
support  would  increase  correspondingly  and  in  great  measure, 
the  proportional  advantages  of  the  existing  funding  mix  would 
be  eliminated. 

There  are  apparently  significant  differences  between  the  nature 
of  the  existing  institutional  population  and  the  characteristics 
of  the  DD  population  which  ha9  been  deinstitutionalized  in  terms 
of  severity  of  retardation  and  associated  medical  problems.     As 
a  result,    cost  comparisons  are  really  only  indicative  when  com- 
paring comparable  patient  types  in  both  settings. 

Cost  comparisons  do  not  take  into  account  service  quality 
differentials  between  the  two  settings.     Because  of  the  absence 
of  continual,    coordinated  service  monitoring  at  the  community 
level,    service  quality  comparisons  are  probably  impossible 
at  this  time. 

On  an  overall  basis,    however,   there  are  clear  indications  that, 

for  those  patients  who  can  be  deinstititionalized  and  for  whom  services 

are  available,   the  community  alternative  is  less  costly,   both  from  the 

perspective  of  the  state  and  in  terms  of  overall  costs. 

4.  IT  APPEARS  TO  COST  SUBSTANTIALLY  MORE  TO  SERVE  A 

MENTAL  HEALTH  PATIENT  IN  AN  INSTITUTIONAL  THAN  A 
COMMUNITY  SETTING 

Detailed  cost  analysis  of  the  various  components  of  the  mental  health 

deinstitionalization  program  is  hampered  by  the    unavailability    of  detailed 

unit  cost  data  for  mental  health  center  operations.     To  develop  estimates  of 

the   range  and  cost  of  services  provided  to  deinstitutionalized  mental  health 

patients,   the  following  methodology  was  employed: 
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Data  available  through  the  South  Central  Montana  Regional 
Mental  Health  Center  in  Billings  were  used  as  the  basis  for  the 
analysis.     These  data  included: 

Distribution  of  services  provided  to  patients  who  have  been 
formally  deinstititionalized  and  for  whom  the  mental 
health  center  receives  reimbursement  under  a  contract 
with  the  Warm  Springs  State  Hospital. 

Unit  costs  for  services  provided  by  the  Billings  center. 
These  costs  are  those  which  provide  the  basis  for  Warm 
Springs'  reimbursement  to  the  center  for  services  provided 
to  deinstitionalized  patients.     They  are  based  on  data 
developed  through  the  center's  internal  cost  accounting 
system. 

The  period  from  September  through  December  1976  was  analyzed 
to  estimate  the  nature  and  scope  of  services  required  by  the 
"average"  deinstitutionalized  patient.     Analysis  was  based  on 
review  of  the  frequency  and  nature  of  services  provided  during 
that  period  to  patients  who  fit  the  criteria  of  the  contract  with 
Warm  Springs.     Estimated  service  frequencies  identified  during 
the  sample  period    were  then  extended  to  estimate  annual  service 
costs. 

The  assumption  was  made  that,   for  the  purposes  of  comparative 
analysis,   that  the  average  patient  who  was  diverted  at  the  com- 
munity level  rather  than  being  forwarded  to  Warm  Springs  receives 
the  same  average  distribution  of  services  as  the  deinstititionalized 
patient. 

Funding  patterns  for  the  two  types  of  patients  were  then  analyzed 
to  determine  if  there  were  significant  differences  from  the 
state  and  county  perspective. 

The  paragraphs  which  follow  summarize  the  results  of  this  analysis. 

(1)        Service  and  Subsistence  Costs  for  the  Average  Deinstitutionalized 
Patient  Appear  to  be  About  $6,  550  Annually 

Exhibit  X,   which  follows  this  page,    shows  the  estimated  cost  and 

funding  composition  for  covering  those  costs  for  two  types  of  patients. 
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DEINSTITUTIONALIZED   PATIENT 


EXHIBIT  X  (1) 
State  of  Montana 
ESTIMATED  ANNUAL 
AVERAGE  PER  PATIENT 
COSTS— COMMUNITY  BASED 
MENTAL  HEALTH  SERVICES 


Fundin  g    Sourc  e 


Fee 

Cost  Convoonent 

Federal 
$  494.  54 

State 

County 
$    -0- 

Income 
$    -0- 

Total  Cost 

Subsistence  (Group  Home 

$ 

1,455.54 

$  1,  950.  08 

Service) 

Inpatient 

829.  32 

530. 22 

-0- 

-0- 

1,359.54 

Outpatient 

115.91 

714.  93 

31.15 

35.  82 

897.81 

Group  Therapy 

-0- 

210.28 

-0- 

-0- 

210.28 

Day  Care 

-0- 

1,  947.  41 

-0- 

-0- 

1,947.41 

Home  Visits 

-0- 

45.25 

-0- 

-0- 

45.25 

Clothing 

-0- 

25.20 

-0- 

-0- 

25.20 

Pharmacy 

-0- 

31.61 

-0- 

-0- 

31.61 

Other 

-0- 

80.00 

-0- 
$  31.  15 

-0- 

80.00 

Total 

$1,439.77 

* 

5,040.44 

$  35.  82 

$6,547.  18 
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EXHIBIT  X  (2) 


DIVERTED   PATIENT 


Funding    Source 


Cost  Component 

Federal 
$    919.66 

State 
$   784.91 

$ 

County 
114.47 

$ 

Fee 
Income 
131.04 

'  Total  Cost 

Subsistence  (Group  Home 
Service) 

$ 

1,950.08 

Inpatient 

829.  32 

530.  22 

-0- 

-0- 

1,  359.  54 

Outpatient 

331.29 

375.  28 

88.84 

102. 40 

897.81 

Group  Therapy 

77.61 

87.92 

20.80 

23.95 

210.  28 

Day  Care 

718.59 

814.02 

192.  79 

222.01 

1,947.41 

Home  Visits 

16.70 

18.91 

4.48 

5.  16 

45.25 

Clothing 

9.30 

10.53 

2.50 

2.87 

25.20 

Pharmacy 

11.66 

13.21 

3.13 

3.61 

31.61 

Other 

29.52 

33.44 
$   2,688.44 

$ 

7.92 
434.  93 

* 

9.12 
500.  16 

-L 

80.00 

Total 

$   2,943.65 

6,547.  18 

■  66. 


Those  patients  who  have  been  formally  "deinstititionalized,  " 
were  resident  in  Warm  Springs  on  June  30,    1975,   and  for  whom 
the  Regional  Mental  Health  Center  receives  reimbursement  from 
the  institution. 

Those  patients  who  might  have  been  institutionalized  but  have 
been  diverted  at  the  regional  mental  health  center  because  of 
the  increased  emphasis  on  reducing  institutional  treatment  and 
maximizing  the  treatment  of  individuals  at  the  community  level. 

Assumptions  employed  to  develop  data  shown  in  the  exhibit  were 

as  follows: 

The  distribution  of  services  provided  to  Billings  mental  health 
center  deinstitutionalized  patients  during  the  period  September 
1976  -  January  1977  were  analyzed  to  develop  a  mix  of  services 
provided  to  the  "average"  deinstitutionalized  patient  on  an 
annual  basis. 

Unit  service  costs  developed  by  the  Billings  center  and  formalized 
in  the  Warm  Springs  contract  were  used  to  estimate  the  cost  of 
the  annual  service  package. 

It  was    assumed  that  the  "average"  patient  diverted  at  the  center 
level  who  might  formerly  have  been  institutionalized  received 
the  same  mix  of  services  as  the  "average"  deinstitutionalized 
patient  at  the  same  annual  cost. 

Differences    in  funding  sources  for  both  types  of  patients  for  each 
service  were  analyzed  to  estimate  cost  shifts  related  to  serving 
patients  under  the  Warm  Springs  contract  compared  to  serving 
diverted  patients  at  the  mental  health  center  level. 

Principal  conclusions  which  can  be  drawn  from  the  data  shown 

in  Exhibit  X  are  as  follows: 

Average  annual  costs  for  serving  a  deinstitutionalized  diverted 
patient  appear  to  total  about  $6,500.     It  should  be  noted  that  this 
assumption  is  based  solely  on  data  available  through  the    Billings 
center. 
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This  cost  significantly  exceeds  the  contract  reimbursement  pro- 
vision of  $6.  06  per  patient  day  for  those  centers  who  were 
unable  to  document  actual  costs  and  services.     If  the  "average" 
deinstitutionalized  patient's  services  were  reimbursed  under 
this  method  for  one  year,    reimbursements  would  fall  about 
$4,300  short  of  apparent  service  costs. 

Over  the  last  two  years,   the  state  has  borne  a  lesser  portion 
of  the  cost  of  services  provided  to  diverted  patients  than  dein- 
stitutionalized patients.     This  reflects  the  differences  infunding 
mix  between  Warm  Springs  and  the  Regional  Mental  Health 
Centers.     It  should  be  noted,   however,   that  if,   during  the  next 
biennium,  more  state  funds  are  appropriated  to  the  mental 
health  centers  to  cover  costs  associated  with  increased  patient 
loads  resulting  from  deinstitionalization,      this  proportional 
funding  balance  will  change  accordingly. 

(2)        The  Cost  of  Treating  Comparable  Patients  at  the  State  Level 
is  Significantly  Higher 

Exhibit  XI,  which  follows  this  page,   shows  the  estimated  cost 

of  serving  a  patient  at  the  Warm  Springs  State  Hospital  in  an  institutionalized 

setting.     When  comparing  the  data  in  Exhibit  XI  with  that  shown  in 

Exhibit  X  (for  deinstitutionalized  patients),  the  following  factors  should 

considered: 

As  with  the  previous  analysis  of  the  costs  associated  with  DD 
patient  service,   this  analysis  of  costs  of  serving  a  patient  in 
Warm  Springs  represents  an  average  cost  with  actual  costs 
ranging  over  a  relatively  wide  spectrum  depending  on  the  intensity 
of  services  provided  to  the  patient. 

The  costs  are  not  based  solely  on  dividing  patient  population 
into  the  total  Warm  Springs  budget.     Items  included  in  the  budget 
which  involve  payments  not  directly  related  to  patient  service 
in  the  institution  (e.g.    contract  payments  to  Community    Mental 
Health  Centers;  selected  staff  positions  at  the  Department  of 
Institutions;  etc.  )  were  deducted  from  the  total  budget  before 
average  per  patient  costs  were  computed. 
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EXHIBIT  XI 

State  of  Montana 

AVERAGE  COST  OF  PER 

PATIENT  SERVICE  AT 

WSSH 


Funding    Source 


Fee 

Federal 

State 

County 

Reimb  ursements 

Tool 

Administration  Overhead 

$    -0- 

$     1, 975 

$  -0- 

$    -0- 

$    1,975 

Care  &  Custody 

405 

18,  399 

-0- 

1,221 

2  0,025 

Developmental  Services 

-0- 

4,059 

-0- 

-0- 

4,059 

Community  Services 

-0. 

461 

-0- 

-0- 

461 

Recreation  Hall/Canteen 

Program 

-0- 

541 
25,435 

-0- 

-0- 

541 

Total 

405 

-0- 

1,221 

27,061 
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Principal  conclusions  which  can  be  drawn  from  the  exhibit 

include  the  following: 

State  general  funds  comprise  over  94%  of  the  financial  resources 
necessary  to  support  patient  services  in  WSSH. 

Federal  funds  cover  a  minor  portion  of  patient  subsistence  and 
service  costs  --  less  than  1.5%  for  the  current  fiscal  year. 
These  funds  generally  involve  Medicare  and  Medicaid  reim- 
bursements for  patients  who  are  eligible  for  such  support. 

Recovery  of  costs  from  patients  and/or  their  families  covers 
approximately  4.  5%  of  the  cost  of  patient  services. 

(3)        Deinstitutionalization     Appears  to  Reduce  the  State's    Proportional 
Burden  in  Contributing  to  Mental  Health  Patient  Support  and  Service 

In  addition  to  being  substantially  less  costly,   treating  dein- 
stitutionalized patients  at  the  community  level  appears  to  shift  some 
of  the  cost  burdens  from  the  state  to  federal  and  local  government  as 
shown  in  the  table  below. 


TABLE  4 

PROPORTIONAL  FUNDING 

SOURCES  —  INSTITUTIONALIZED 

VERSUS  DEINSTITUTIONALIZED 

MENTAL  HEALTH  PATIENTS 


Funding    Source 


Patient  Type 

Institutiona  lized 

Deinstitu 

EH  verted 


Deinstitutionalized 


Federal 

State 

County 

Other 

Total 

1 

.4 

94.0 

-0- 

4.6 

100.0 

22. 

0 

77.0 

.4 

.6 

100.0 

45. 

0 

40.7 

6.6 

7.7 

100.0 

Factors  contributing  to  the  proportional  differences  observed  in  the 
table  are  as  follows: 
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Funding  composition  of  the  service  providing  agencies.     For 
example,   federal  shares  for  diverted  patients  are  greater  than 
for  institutionalized  patients  simply  because  federal  funds  make 
up  a  far  more  substantial  portion  of  the  mental  health  center 
financial  resource  package  than  they  do  for  WSSH.     As  noted 
earlier,   if  federal  funding  decreases  and/or  state  funding  increases, 
this  situation  could  change. 

Federal  participation  in  group  home  costs  (through  SSI)  and 
medical  costs  ( Medicaid/Medicare)  appears  to  contribute  to 
shifts  in  the  cost  burden. 

Shifts  in  costs  to  county  government  appears  to  be  negligible. 
This  includes  costs  involving  direct  service  through  the  mental 
health  centers  as  well  as  ancillary  costs  such  as  welfare  and 
food  stamp  payments. 

(4)        There  Appear  to  be  Some  Significant  Opportunities  to  Reduce 

Patient  Service  Costs  at  WSSH  as  well  as  Other  State  Institutions 

It  should  be  noted  that  this  study  did  not  include  an  in-depth 

analysis  of  internal  operations  at  the  state  institutions,    our  review  of 

overall  operations  and  program  components  has  resulted  in  the 

identification  of  several  issues  which  appear  to  provide  an  opportunity 

to  reduce  per  patient  cost  figures  at  the  institutional  leve.     Key  issues 

identified  during  the  course  of  the  study    include  the  following: 

There  Appear  to  be  Significant  Opportunities  to  Improve 
Facilities'  Utilization  at  WSSH.      Over  the  recent  years,   patient 
population  at  WSSH  has  decreased  dramatically,   falling  from  a 
population  of  about  1,  350  in  1969  to  the  538  average  daily 
population  which  was   observed  during  the  study  period.     As 
population  has  decreased,    utilization  of  beds  at  the  facility  has 
decreased  accordingly  as  shown  in  Exhibit  XII,  which  follows 
this  page.     While  the  regional  approach  to  patient  ward  assign- 
ments probably  is  a  major  factor  contributing  to  low  utiliza- 
tion,  it  would  appear  that  there  are  significant  opportunities 
to  close  buildings  and/or  wards  by  consolidating  regions  and/or 
eliminating  the  regional  approach  to  patient  service  or  housing. 
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Staff-Patient  Ratios  Have  Increased  Dramatically.     As  noted 
in  Exhibit  XII,   the  number  of  staff  members  per  patient  has 
increased  from  about  one  half  staff  member  per  patient  in  1970 
to  nearly  two  in  1977.     When  only  direct  care  staff  are  considered 
(e.g.    registered  nurses,   attendants,   and  LPNS's)  the  current 
ratio  is  .  85  direct  care  staff  members  per  patient.     Recognizing 
that  these  personnel  are  required  to  staff    positions  on  a  24 
hour  per  day,    seven  day  per  week  basis,   at  any  given  time  there 
are  about  one  direct  care  staff  members  for  each  5.5  patients. 
In  part,   this  rather  intense  ratio  is  a  function  of  the  ward  and 
bed  utilization  data  discussed  above.     Clearly,   intensive  analysis 
should  be  given  to  ward  consolidation  and  the  attendant  impact 
on  reducing  "fixed  post"  staff  requirements  while  maintaining 
an  acceptable  patient  service  leve. 

There  Appear  to  be  Opportunities  to  Increase  Federal  Revenues 
Through  Consolidation  and  Patient  Reassignment.     During  the 
current  fiscal  year,    Medicare  and  Medicaid  reimbursements 
for  WSSH  totalled  less  than  $300,  000.     Reimbursement  problems 
result  primarily  from  the  fact  that  patients  under  sixty -five  years 
of  age  are  not  covered  by  these  programs  plus  two  other  pertinent 
factors. 

Difficulties  in  collecting  and  documenting  patient  service 
costs  including  negotiating  practical  rates  with  federal 
authorities.     Recent  steps  taken  at  WSSH  to  improve 
internal  cost  accounting  should  improve  data  availability 
and  make  more  accurate  billing  possible.     Additional 
emphasis  will  need  to  be  directed  at  ensuring  that  approved 
reimbursement  rates  reflect  the  institution's  cost  experience 
and  responsibility  for  negotiating  upgrading  rests  with  the 
Department  of  Institutions  central  office. 

Assignment  of  patients  for  whom  reimbursement  could  be 
collected  to  uncertified  beds.     While  bed  certification  would 
probably  require  capital  improvements  to  meet  federal 
standards,   attention  should  be  given  to  the  costs  and  benefits 
to  upgrading.     In  addition,   WSSH  should  maintain  a  continuing 
internal  program  to  ensure  that  existing  certified  beds  are 
filled  with  reimbursement  eligible  patients  to  the  extent 
possible. 
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EXHIBIT  XII 

State  of  Montana 

REPRESENTATIVE 

INDICATORS  OF 

WSSH  PERFORMANCE 

1.      RECENT  STAFFING  AND  COST  TRENDS 

1970         1971         1972  1973  1974         1975         1976  1977       %  Change 

Annual  Cost 
Per  Patient  $4,453    $4,955     $5,426        $6,569     $6,978     $9,544     $18,187     $27,061     507.7 


Staffing  - 
Patient  Ratio 


,58  .58  .58  .65  .71  .92  1.3 


1.  6        175.  9 


2.      FACILITIES1  UTILIZATION  DATA 

.    Average  Bed  Utilization  —  9/76  -  2/76:    61.4% 


Item 

Buildings  used 
for  patient 
housing 

Wards  used 
for  patient 
housing 


Number 


12 


26 


Less  than  40%  Less  than  60%     From  60  to  80%  From  80  to  100% 
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The  State  Should  Consider  the  Long  Term  Benefits  of 
Institutional  Consolidation     As  deinstitutionalization  has 
proceeded,  there  have  been  significant  reductions  in  all  major 
institutional  populations.     Exhibit  XIII,  which  follows  this  page, 
shows  the  projected  utilization  of  the  four  major  institutions 
in  the  state  as  of  July  1977.     As  can  be  seen,   each  is  operating 
significantly  below  capacity.     As  further  deinstitutionalization 
occurs,   especially  in  the  MH  and  DD  areas,    additional  institutional 
capacity  is  sure  to  become  available.     While  population  reductions 
will  undoubtedly  result  in  cost  reductions  through  adjustments 
in  direct  care  staffing  s  levels;  and  closure  of  selected  buildings 
and  wards,   some  institutional  operating  costs  will  remain 
relatively  insensitive  to  population  reductions.     These  costs 
include  plant  operations,  patient  support  services,    and  the 
like.     Based  on  current  population  trends,   it  would  appear  that 
the  Department  of  Institutions  should  immediately  begin  analyzing 
the  long  term  feasibility  of  closing  selected  institutions  and 
centralizing  patient  services  at  an  existing  or  new  site.     Based 
on  location  for  consolidation  of  institutional  services: 

Warm  Springs,  while  not  located  in  a  major  community, 
is  centrally  located  in  relation  to  the  major  population 
centers  of  the  state.     Warm  Springs  is  only  nine  miles 
from  the  City  of  Anaconda  and  nineteen  miles  from  the 
City  of  Butte. 

Warm  Springs  has  the  facilities  to  provide  centralized 
purchasing  and  warehousing  for  other  state  institutions 
such  as  the  State  Prison  at  nearby  Deer  Lodge. 

Warm  Springs  has  some  new  facilities  which  represent  a 
considerable  investment  by  the  state  in  recent  years  which 
would  be  wasteful  to  abandon  and  rebuild  elsewhere. 

Although  not  located  in  a  community,  modern  day 
architectual  techniques  and  proper  site  improvement  can 
provide  a  comfortable  and  humane  living  environment  for 
long  term  patients  of  Warm  Springs. 

No  matter  which  site(s)  is  ultimately  selected,   it  is  important 
that  the  Department  of  Institutions  take  the  leadership  role  in 
analyzing  the  feasibility,    costs,   and  potential  service  improvements 
and  operating  cost  savings  that  could  be  achieved  through  consolida- 
tion.    Planning  efforts  should  include  development  of  alternative 
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EXHIBIT  XIII 
State  of  Montana 
STATE  HOSPITAL  -  PATIENT 
CAPACITY  AND  OCCUPANCY 


Projected 

State  Hospital 

Maximum  Capacity 

Census  7- 1-77* 

Warm  Springs  State  Hospital 

886 

44S 

Boulder  River  School  and  Hospital 

400 

282 

Galen  State  Hospital 

400 

217 

Center  for  the  Aged 

201 

131 

Totals 

1,887 

1,075 

of  Capac: 
50.23 

70.05 

54.25 

65.17 
56.97 


*  Based  upon  DD  Deinstitutionalization  Program  Direction  signed  by  the  Governor,  and  the  Directors  of 
Insitutions  and  SRS  on  2-1-77. 
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consolidation  plans;  documentation  of  the  costs  and  benefits 
of  each;  and  preparation  of    general  site  usage  plans  as  well 
as  a  long  term  capital  improvement  plans  with  detailed  space 
utilization  designs.     This   planning  effort  should  be  designed 
to  avoid  some  of  the  apparent  problems  which  have  hampered 
planning  at  existing  facilities. 

Perhaps  the  most  striking  impression  gained  from  a  visit 
to  the  state  hospitals  is  the  noticeable  lack  of  any  long 
range  planning  of  the  facilities  located  there. 

Buildings  have  been  located  without  any  apparant 
overall  site  planning  for  the  total  institutional 
grounds. 

It  would  appear  reasonable  to  defer  any  capital  improve- 
ments other  than  for  emergency  type  improvements  until 
a  detailed  facilities  plan  based  upon  future  capacity  and 
the    types  of  patients  to  be  housed  after  the   deinstitution- 
alization program  is  completed  has  been  developed. 

5.  EXISTING  APPROACHES  FOR  FINANCING  THE  SERVICE  DELIVERY 

SYSTEM  FOR  THE  MENTALLY  DISABLED  PROBABLY  PROVIDE 
DISINCENTIVES  TO  DEINSTITUTIONALIZATION 

Since  the  deinstitutionalization  program  was  initiated  by  legislative 

mandate,   two  basic  techniques  were  provided  to  adjust  for  the  cost  shift 

from  the  institutions  to  the  communities.     They  are  as  follows: 

Until  the  end  of  this  fiscal  year  (June  30,    1975),   a  series  of 
contracts  between  the  Warm  Springs  State  Hospital  and  the 
Regional  Mental  Health  Centers  provided  for  the  institution  to 
reimburse  the  centers  for  costs  incurred  in  treating  deinstitution- 
alizationed  patients.     Deinstitutionalized  patients  were  defined 
as  those  who  were  resident  in  WSSH  on  June  30,    1975  and  were 
subsequently  transferred  to  community  mental  health  center 
responsibility.     Two  alternative  methods  were  applied  to  pro- 
vide for  reimbursement: 

A  flat  $6.  06  per  patient  day  spent  in  the  community.     This 
approach  was  used  to  reimburse  those  centers  whose 
internal  cost  accounting  and  treatment  service  reporting 
systems  were  inadequate  to  determine  and  report  actual 
service  costs. 
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A  reimbursement  schedule,   based  on  set  fees  for  each 
patient  contact  (i.e.   unit  of  service)  for  those  centers 
whose  administrative  systems  were  adequate  to  develop 
estimates  of  unit  service  costs  and  were  able  to  report 
monthly  on  the  nature  and  scope  of  services  provided 
to  each  client. 

In  addition,   contracts  provided  for  payments  of  up  to  $10,  300 
annually  as  incentives  for  Regional  Mental  Health  Centers  to 
screen  and  direct  patients  from  admission  to  an  institution. 

The  legislation  mandating  DD    deinstitutionalization  provided 
for  transfer  of  appropriations  from  institutional  to  DD  division 
budgets  to  cover  cost  shifts  as  patients  were  moved  from  the 
institution  at  Boulder  to  community  service  settings.     As  noted 
earlier  in  this  report,   this  authority  has  not  been  exercised  and 
no  mechanisms  or  guidelines  developed    to  provide  the  basis 
for  transfer  since  funds  appropriated  to  the  DD  division  were 
sufficient  to  support  required  services  at  the  community  level. 

With  the  beginning  of  the  new  biennium  in  July  1977,  the  intent  is  to 
eliminate  the  contracts  and  simply  appropriate  directly  to  the  involved  agencies 
funds  sufficient  to  support  the  component  pieces  of  the  service  delivery  system 
for  the  mentally  disabled. 

The  paragraphs  which  follow  analyze  the  impact  of  existing  financing 

systems  on  the  deinstitutionalization  effort. 

(1)        The  Fixed  and  Variable  Cost  Structure  of  the  Institutions  Makes 
Implementation  of  a  Per  Patient  Oriented  Fund  Transfer  Plan 
Impractical 

Inherent  in  the  financing  mechanisms  employed  to  date  is  the 

concept  of  "tying"  dollars  to  the  patient,   and  as  the  patient  moves 

from  service  setting  to  service  setting,  making  fund  transfers  (either 

through  contract  payments  comparable  to  the  WSSH  approach  or  direct 

budgetary  transfers  as  envisaged  for  the  DD  program)  to  the  agencies 


•  77- 


assuming  responsibility  for  service  delivery.     Key  to  the  practicality 

of  such  an  approach  is  achieving  incremental  cost  savings  at  the 

institutional  level;  freeing  those  incremental  dollars  from  the  institutional 

budget;  and  reallocating  them  to  the  community  level  service  provider. 

Appendix  C,   at  the  end  of    this  report  analyzes  the  existing  cost 

structure  of  Boulder  and  Warm  Springs  and  classifies  costs  into  three 

basic  categories: 

Fixed  Costs :  Costs,  such  as  those  related  to  plant  operation, 
administration,  and  the  like,  which  are  relatively  unsensitive 
to  shifts  in  institutional  population. 

Variable  Costs:    Those  costs  that  are  directly  sensitive  to 
patient  population  levels  and  can  be  expected  to  increase  or 
decrease  as  small  numbers  of  patients  are  admitted  or  dis- 
charged. 

.  Semi-Variable  Costs:    Costs  which  are  sensitive  to  patient 

population  variations,   but  due  to  facilities  configuration,    staf- 
fing patterns,   and  service  requirements,    require  substantial 
changes  in  population  before  costs  can  be   reduced  or  must  be 
increased. 

Table  5,   below  shows  the  fixed  and  variable  cost  structure  of 

Warm  Springs  and  Boulder  for  the  period  July  1,    1975  through  December 

31,    1976. 

TABLE  5 


Fixed 

INSTITUTIONAL  COST 
STRUCTURES 

Semi-Variable 

Variable 

Total 

$ 

$3,831 
6,824 

%_ 

30.8 
35.1 

$8,090 
12, 152 

%_ 

$ 

% 

$ 

BRSH 
WSSH 

65.0 
62.4 

$528 
491 

4.2 
2.5 

$12,449 
19,467 
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As  can  be  clearly  seen  from  the  table,   more  than  95%  of  the 
costs  in  each  institution  can  be  classified  as  fixed  or  semi-variable 
costs  and  as  such,   are  not  sensitive  to  small  shifts  in  patient 
population.     This  fact  alone  would  make  implementation  of  a  vouchering 
system  under  which  dollars  were  directly  tied  to  individual  patients 
relatively  impractical. 

While  the  scope  of  the  study  did  not  permit  the  intensive  cost 
analysis  necessary  to  identify  the  scope  of  patient  population  changes 
necessary  to  impact  changes  in  semi-variable  costs,   interviews 
indicated  that,   at  least  in  the  case  of  Warm  Springs,  patient  popula- 
tion shifts  in  the  vicinity  of  30  to  50  would  have  to  be  experienced 
before  significant  impact  on  semi-variable    costs  could  be  expected. 

The  fixed,    semi-variable  and  variable  cost  relationship,  when 
considered  in  conjunction  with  a  patient  oriented  fund  transfer  program, 
could  be  expected  to  influence  institutional  administrators'  dein- 
stitutionalization decisions  as  follows: 

.  Since  costs  are  not  reduced  in  direct  relationship  to  incremental 

declines  in  the  patient  population,   administrators  might  be 
expected  to  resist,   either  directly  or  indirectly,  patient  dein- 
stitutionalization which  would  result  in  budget  reductions  without 
commensurate  decreases  in  staffing  and  other  operating  cost 
requirements. 

Comparable  though  less  clearly  defined  issues  related  to  semi- 
variable,    variable,   and  fixed  costs,   might  be  encountered  at  the  com- 
munity mental  health  center  level  if  a  fund  transfer  system  included 
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appropriating  patient  treatment  dollars  to  the  community  level  and 
then    transferred  those  funds  to  institutions  when  patient  institutionaliza- 
tion was  required. 

(2)  Appropriating  all  Funds  to  the  Service  Delivery  Agencies 
Probably  Increases  Resistance  to  Change 

It  appears  that  the  financing  approach  to  be  applied  during  the 

next  biennium  will  be  based  upon  reducing  institutional  budgets  and 

reallocating  some  funds  to  the  local  level  to  provide  for  cost  shifts 

resulting  from  deinstitutionalization.     The  following  problems  are 

associated  with  this  approach: 

Once  funds  are  authorized  in  a  formal  budget  for  an  agency, 
there  is  a  tendency  to  hire  staff  and  provide  services  commen- 
surate with  that  budget  and  to  resist  any  change  which  involves 
reduction.     The  performance  of  the  two  major  institutions,   in 
the  face  of  declining  populations,   is  a  case  point.     In  both  cases, 
as  populations  have  decreased,   expenditures  and  staffing  ratios 
have  not  really  followed  suit  over  the  long  term  as  institutional 
administrators  have  shifted  focus  to  increasing  service  levels. 

Once  direct  appropriations  have  been  made  --  especially  over  a 
two  year  period  as  with  the  biennium  --  incentives  for  agency 
managers  to  take  steps  to  operate  at  levels  below  those  appropria- 
tions are  effectively  removed. 

If  initial  allocations  are  not  correct  and  do  not  reflect  service 
patterns  as  they  develop,   it  is  extremely  difficult  to  reallocate 
to  adjust  for  shifts  in  service  responsibilities. 

(3)  Devices  Applied  to  Date  Have  Probably  Penalized  Community 
Mental  Health  Centers 

Under  the  financing  mechanisms  applied  to  date,   contractual 

reimbursements  for  services  to  deinstitutionalized  patients  covered 

those  patients  who  were  relocated  from  Warm  Springs  to  the  community. 

Several  "incentive"    problems  are  related  to  this  approach: 
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Centers  were  not  rewarded  for  diverting  patients  from  the 
institution.     Existing  formulae  for  reimbursing  centers  for 
screening  activities  provided  funds  at  a  level  far  below  that 
required  to  provide  services  for  even  three  or  four  diverted 
patients. 

Insufficient  funds  were  made  available  to  stimulate  development 
of  community  services  necessary  to  deal  with  mental  health 
patients  in  less  restrictive  settings.     The  absence  of  signifi- 
cant "seed"  moneys  to  develop  group  homes  appears  to  have 
had  two  major  impacts: 

Patients  have  been  forwarded  to  institutions  because  spaces 
were  unavailable  at  the  community  level. 

Patients  have  been  held  in  more  restrictive  settings  at 
the  community  level  (e.g.   in  secure  hospital  wards) 
because  no  other  alternative  was  available. 

(4)        Evidence  Indicates  that  Deinstitutionalization  may  Have  an 
Incremental  Service  Cost 

The  final  factor  which  influences  program  financing  is  the  fact 

that  because  of  the  cost  structures  of  the  agencies  involved  in  the 

program,   these  may  be  an  extra  or  incremental  cost  factor  associated 

with  deinstitutionalization.    Consider  the  following: 

Because  of  the  fixed,    semi-variable,   and  variable  cost  structure 
of  the  institutions,   patient  releases  are  not  directly  translated 
into  cost  savings  at  the  institutional  level. 

In  most  cases,   the  arrival  of  a  patient  at  the  community  level 
results  in  direct  cost  increases.     While  some  costs  associated 
with  treatment  by  center  staff  can  be  absorbed  by  existing  staff, 
other  costs  such  as  group  home  fees,  medical  payments  and 
the  like  require  incremental,   actual  dollar  outlays. 

To  the  extent  institutional  savings  lag  community  level  cost 

increases,  there  is  an  incremental  cost  to  deinstitutionalization. 
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To  provide  the  opportunity  for  a  successful  program,   financing  needs 
to  reflect  this  fact. 

ifiC  Sflfi  jfe  Sfll  >\< 

The  next  chapter  suggests  an  approach  for  revising  the  existing 
financing  system  to  stimulate  the  deinstitutionalization  program  in 
Montana. 
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IV.      OPPORTUNITIES 
FOR  INCREASING 
FINANCING  SYSTEM 
EFFECTIVENESS 


IV.       OPPORTUNITIES  FOR 
INCREASING  FINANCING 
SYSTEM  EFFECTIVENESS 

Increasing  the  effectiveness  of  the  existing  service  delivery  system  for 

the  mentally  disabled  in  Montana  is  contingent  upon  several  factors: 

Resolving  the  management,    organizational,   and  planning  issues 
outlined  in  Chapter  II.     This  report,   as  well  as  a  number  of 
other  studies  prepared  during  the  fall  of  1976  have  pointed   to: 

•The  to-date  absence  of  emphasis  on  the  coordinated  dein- 
stitutionalization and  planned  treatment  of  mental  health 
patients  within  the  Department  of  Institutions. 

The  absence  of  targets  for  deinstitutionalization  and  com- 
munity treatment  levels  within  the  mental  health  program 
area. 

The  lack  of  uniform  classification  and  assessment  of 
direct  treatment  needs  at  either  the  institutional  or 
community  level. 

The  absence  of  continuing  leadership  within  the  DD  program 
and  the  need  to  reassess  roles,    responsibilities,   and 
resource  needs  as  the  program  moves  out  of  its  transitional 
phase. 

Adjusting  the  financing  system  so  that  resource  allocations  can  be 
used  to  reinforce  management  directives  and  introduce  incentives 
for  participating  agencies  to  meet  established  targets. 

This  chapter  outlines  a  proposed  financing  system  which,   if  employed 

in  conjunction  with  the  management  and  operating  improvements  suggested 

earlier,   in  this  and  other  studies,    should  support  achievement  of  progress 

and  service  quality  in  the  deinstitutionalization  program. 
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1.         ADOPT  A  VARIABLE  BUDGETING  APPROACH  FOR  THE  AGENCIES 
INVOLVED  IN  THE  DEINSTITUTIONALIZATION  PROGRAM 

Overall,   the  objectives  for  an  adjusted  financing  system  should  include 
the  following: 

Provide  sufficient  flexability  to  allow  for  the  shifts  in  client 
service  responsibility  which  are  inherent  in  a  deinstitutionaliza- 
tion program. 

Provide  incentives  to  agencies  and  administrators  to  take  actions 
consistent  with  meeting  the  legislature's  deinstitutionalization 
mandate. 

Support  establishment  of  centralized  management,    decision  making, 
and  target  setting  for  the  deinstitutionalization  program. 

A  financing  program,   based  on  a  variable  budget  --  resource  apportion- 
ment approach  is  consistent  with  these  objectives.     The  major  components 
of  this  system  are  described  below. 

(1)        Establish  Service  Levels  and  Targets  With  Key  Milestones 
Over  the  Course  of  the  Biennium. 

Key    to  the  approach  is  the  definition  of  firm  performance 

targets  for  each  system  component  involved  with  deinstitutionalization. 

This  would  include: 

Analyzing  existing  institutional  populations  and  identifying  those 
patients  who  are  candidates  for  deinstitutionalization  given  current 
and  planned  community  service  levels  and  availability.     In  addition, 
review  the  last  three  to  five  years  and  estimate  an  average  "return" 
rate  for  patients  who  have  been  either  released  or  deinstitutionalized. 
Estimate  new  admissions  and  compute  average  length  of  stay. 

.  Based  on  the  population  analysis,   define  requirements  for  com- 

munity level  services  and  estimate  costs  in  terms  of: 
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Nature  and  scope  of  services  to  be  provided  to  allow  for 
deinstitutionalization. 

Start  up  or  seed  money  costs  necessary  to  provide  those 
services. 

Per  patient  costs  associated  with  those  services. 

The  product  of  this  analysis  would  be  projections  showing  the 
nature  of  the  current  population;  those  considered  to  be  dein- 
stitutionalization candidates;  and  the  expected  distribution  of 
services  and  costs  associated  with  those  services  necessary  to 
relocate  those  patients  to  the  community  level. 

Analyze  existing  services  at  the  community  level;  compare  them 
to  those  required  to  deinstitutionalize  patients  identified  in  the 
population  analysis  above;   identify  gaps;  and  set  time  targets 
and  estimate  the  costs  for  developing  and  providing  the  services 
for  filling  those  gaps. 

Once  the  service  analysis  has  been  completed,   establish 
coordinated  targets  for  releasing  patients  from  institutions  and 
transferring  them  to  community  service  responsibilities. 

Document  and  estimate  the  cost  of  maintaining  patients  who 
are  already  in  the  community. 

Identify  and  estimate  the  annual  volume  of  patients  who  will  be 
diverted  at  the  community  level  because  of  the  deinstitutionaliza- 
tion mandate  and  assess  the  mix  of  services  they  will  require 
and  the  costs  associated  with  those  services.     Incorporate  these 
service  estimates,   costs,   and  time  targets  into  the  community 
service  estimates  developed  above. 

The  product  of  this  analysis  should  be  a  set  of  targets  which 

includes  the  following: 

.  Number  and  type  of  patients  who  will  be  deinstitutionalized  over 

the  course  of  the  biennium  --by  institution. 

The  nature  and  type  of  services  which  will  be  required  at  the 
community  level  to  enable  that  deinstitutionalization  to  occur. 
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Specific,   time  oriented  milestones  (six  month  or  annual  increments) 
for  patient  release  and  community  level  service  development  to 
occur 

(2)  Negotiate /Identify  the  Scope  of  Population    Reduction  Which 
Will  Have  to  Occur  Before  Institutional  Costs  are  Impacted 

Analyze  the  semi-variable  and  variable  cost  structures  of  the 
institutions  and  establish  discrete  parameters  linking  patient  popula- 
tion reductions  (increases)  to  operating  cost  decreases  (increases). 
Negotiate  these  parameters  with  institutional  staff,   and  based  on  the 
results  of  the  negotiation,   establish  relevant  patient-cost  targets. 

(3)  Retain  Portions  of  Biennually  Budgeted  Funds  in  Centrally 
Controlled  Pools 

Based  on  the  targets  and  cost  parameters  defined  above,    control 

budgeted  funds  as  follows: 

Allocate  institutions  funds  consistent  with  the  population 
reduction  targets  established  above.     Thus,   if  a  75  patient 
population  reduction  target  has  been  established  over  the  life 
of  the  budgeting  period,   allocate  the  institutions  funds  sufficient 
to  operate  consistent  with  those  targets. 

Financial  resources  sufficient  to  staff  and  operate  at 
levels  equal  to  patient  population  at  the  beginning  of 
the  budget  period. 

Reduced  resources  for  periods  following  targeted  reductions. 

.  Budget  the  DP  Division  consistent  with  maintenance  service 

levels  plus  allocating  "seed"  money  or  development  funds 
sufficient  to  develop  (not  provide)  services  required  to  facilitate 
deinstitutionalization  as  targeted. 

Apply  a  comparable  approach  for  allocating  resources  to  community 
mental  health  centers.     Contract  with  the  centers  as  follows: 
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Allocate  amounts  consistent  with  service  maintenance 
requirements. 

Provide  for  additional  payments  as  diversion  targets  and 
deinstitutionalized  patient  service  targets  are  met. 

Retain  the  balance  of  funds  in  centrally  controlled  budget  pools. 
Since  the  institutions,  the  DD  Division,   and  the  community  mental 
health  centers  would  have  individual  budgets  below  projected 
operating  levels,  there  would  be  excess  funds  which  would  be 
necessary  to  meet  the  service  and  cost  targets  defined  at  the 
beginning  of  the  budget  process.     Basic  to  the  system  would  be 
retention  of  these  funds  in  two  centrally  controlled  pools: 

Funds  related  to  DD  institutional  operations  and  DD 
community  services  should  be  retained  in  a  pool  under 
the  direct  management  of  the  governor's  office  --  pro- 
bably delegated  to  the  Office  of  Budget  and  Program 
Planning. 

Funds  related  to  mental  health  deinstitutionalization  could 
be  retained  in  pool  with  control  exercised  by    two 
alternative  candidates. 

The  Director  of  the  Department  of  Institutions 

.  .  The  governor's  Office  --  probably  delegated  to  the 

Office  of  Budget  and  Program  Planning 

While  the  Office  of  the  Director  of  Institutions  would 
seem  to  be  the  ideal  candidate,    absence  of  to-date  support 
of  the  deinstitutionalization  concept  at  the  departmental 
level,   coupled  with  the  significant  management  issues 
identified  earlier  in  this  report,    suggests  that  the  Office 
of  Budget  and  Program  Planning  would  be  the  most  effec- 
tive short-term  candidate  for  pool  management. 

(4)        Allocate  Pool  Resources  Based  on  Achievement  of  Targets 

Management  of  these  resource  pools  would  essentially  involve 

the  following  steps : 

Monitoring  individual  agency  performance  in  achieving  targets. 
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Apportioning  resources  from  the  pool  (on  either  a  quarterly  or 
semi-annual  allotment  basis)  depending  on  progress  against 
target.     For  example,   if  mental  health  centers  met  service 
development  targets,  then  there  could  be  no  resistence  from 
the  institutions  to  transfer  patients  to  community  levels. 

The  institutions  would  be  budgeted  at  amounts  less  than 
that  required  to  serve  their  patient  population  (without 
deinstitutionalization)  over  the  budget  period. 

Achievement  of  community  service  development  targets 
would  enable  the  controller  of  the  pool  resources  to 
pressure  institutional  administrators  to  deinstitutionalize 
patients  identified  at  the  beginning  of  the  budget  period. 

Specific  allocation  or  appointment  practices  would  function  as 

follows : 

For  the  first  half  of  the  fiscal  year,  Warm  Springs  is  targeted 
to  deinstitutionalize  36  patients.     It  has  been  determined  that 
25  patient  increments  are  sufficient  to  reduce  the  institution's 
variable  cost  structure. 

Warm  Springs  has  been  budgeted  for  the  first  fiscal  year  at 
a  level  sufficient  to  service  patients  at  a  population  level 
75  patients  below  the  actual  population  level  experienced  at 
the  beginning  of  the  fiscal  year. 

At  the  beginning  of  the  fiscal  year,   the  community  mental  health 
centers  were  funded  at  a  level  sufficient  to  maintain  existing 
community  based  services  and  provided  resouces  sufficient  to 
develop  services  for  an  additional  36  deinstitutionalized  patients. 

Assume  the  following  costs: 

Each  deinstitutionalized  patient  reduces  institutional  costs 
by  $18,000  and  cost  reductions  are  achieved  in  increments 
of  25  patient  reductions. 

Each  patient  transferred  to  community  responsibility 
increases  mental  health  center  costs  by  $6,500. 
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.  Actual  first  half  performance  is  assumed  to  be  the  following: 

Warm  Springs  transfer  27  patients  to  the  community. 

The  mental  health  centers  divert  17  patients  and  develop 
services  sufficient  for  the  27  patients  deinstitutionalized 
from  Warm  Springs. 

Analysis  indicates  Warm  Springs  will  be  able  to  dein- 
stitutionalize a  maximum  of  50  patients  for  the  fiscal 
year. 

Mid-year  apportionments  from  the  resource  pool  would  be  as 
follows : 

$143,  000  would  be  transferred  to  Mental  Health  Center 
budgets  to  service  the  44  deinstitutionalized  and  diverted 
patients  for  the  remaining  six  months  of  the  fiscal  year 
($6,  500  annual  cost  for  community  service  divided  by  two 
for  one -half  year  times  44  patients. 

$225,  000  is  transferred  to  the  Warm  Springs  budget  to 
cover  the  25  patient  gap  between  budgeted  levels  and  actual 
patient  population  projected  for  the  remainder  of  the 
year. 

2.  THIS  VARIABLE  BUDGETING  PERFORMANCE  SYSTEM  OFFERS 

SEVERAL  DISTINCT  ADVANTAGES  OVER  CURRENT  APPROACHES 

Major  advantages  associated  with  this  proposed  budgeting  and  fund 

allocation  approach  include  the  following: 

Allocating  funds  to  institutions  at  levels  below  population  levels 
provides  the  incentive  to  institutional  administrators  to 
deinstitutionalize  patients  for  whom  community  placement  is 
feasible. 

Transferring  funds  to  the  community  level  commensurate  with 
patient  diversions  and  deinstitutionalizations  eliminates  current 
disincentives. 

Target  setting  makes  all  program  participants  accountable  for 
performance. 
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Central  control  of  budget  pools  ensures  control  monitoring 
of  deinstitutionalization  performance. 

Funding  patterns  support  achievement  of  practical  cost 
reduction  opportunities  which  are  associated  with  dein- 
stitutionalization. 

Will  require  population  and  target  setting  which  are  clearly 
lacking  under  the  current  approach. 

Major  disadvantages  associated  with  this  approach  include  the  following: 

Fund  transfers  require  a  more  detailed  identification  of  patient 
service  costs  than  are  currently  available  within  some  components 
of  the  mentally  disabled  service  delivery  system.     This  includes: 

Several  of  the  regional  mental  health  centers  where 
patient  unit  cost  information  is  currently  unavailable. 

Warm  Springs  State  Hospital,   though  current  improvements 
in  the  institution's  cost  accounting  system  should  alleviate 
this  problem  in  the  near  future.    To  make  the  proposed  approach 
work,    changes  will  need  to  make  visible  fixed,    semi- 
variable  costs  as  discussed  earlier  in  this  report. 

The  approach  would  require  modest  adjustment  in  current  state 
budgeting  and  fund  allocation  processes. 


The  variable  budgeting  approach  proposed  in  this  chapter  offers 
several  distinct  advantages  over  both  the  current  financing  system  and 
linking  funds  directly  to  individual  patients,   either  at  the  local  or  institutional 
level.     Implementation  of  the  approach  would  serve  to  provide  the  flexability 
and  control  necessary  to  facilitate  deinstitutionalization  and  provide  incentives 
lacking  in  the  current  program. 
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APPENDIX  A 

DEINSTITUTIONALIZATION 
LAWS  AND  POLICIES 
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1.  FEDERAL  LEGISLATION 


"The  Community  Mental  Health  Center  Act  of  1963  As  Amended 
In  1975  (P.  L.   94-63)." 

This  act  stipulates  that  those  states  receiving  funds  for  establish- 
ment of  Comprehensive  Mental  Health  Centers  must  include  in 
their  State  Plan  of  Mental  Health  Services  provision  for  the  es- 
tablishment and  enforcement  of  standards  of  maintenance  and 
operation  of  community  mental  health  centers. 

The  law  as  amended    in  1975  requires  that  twelve  (12)  services 
be  provided  by  the  Community  Mental  Health  Centers.     These 
services  are: 

1.  Inpatient  care 

2.  Outpatient  service 

3.  Day  Treatment  and  other  partial  hospitalization  services 

4.  Emergency  service 

5.  Services  to  children 

6.  Services  to  elderly 

7.  Screening 

8.  Follow-up  care 

9.  Transitional  half-way  house  service 

10.  Alcoholism  services 

11.  Drug  abuse  services 

12.  Consultation  and  education  services 

Failure  to  provide  the  above  listed  services  results  in  the  loss 
of  federal  grant  funds  which  support  these  community  based 
programs. 

"Establishment  And  Protection  of  Rights  of  Persons  With 
Developmental  Disabilities  (P.  L.   94-103  Title  II, 
June  30,    1975." 


Under  Section  111  of  this  Title,    Congress  declared  that  persons 
with  developmental  disabilities  have  a  right  to  appropriate 
treatment,    services  and  habilitation  for  such  disabilities  and 
that  the  treatment,    services,    and  habilitation  for  a  person  with 
developmental  disabilities  should  be  designed  to  maximize  the 
developmental  potential  of  the  person  and  should  be  provided 
in  the  setting  that  is  least  restrictive  of  the  person's 
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personal  liberty.     The  law  further  states  that  the  federal  govern- 
ment and  the  states  both  have  an  obligation  to  assume  that  public 
funds  are  not  provided  to  any  institutional  or  other  residential 
program  for  persons  with  developmental  disabilities  that  does 
not  provide  treatment  services  and  habilitation  which  is  appropriate 
to  the  needs  of  such  persons.     In  order  for  a  state  to  receive 
federal  funds  a  habilitation  plan  which  meets  specific  federal 
requirements  and  provides  for  annual  review  must  be  prepared 
for  each  developmentally  disabled  person  who  receives  services 
from  federally  funded  programs. 

Court  Decisions  -  Other  States 

Wyatt  vs.   Stickney  (Alabama  -  1972) 

New  York  Association  for  Retarded  Children,    Inc.  vs. 
Carey  (New  York  -  1975). 

Both  decisions  mandated  extensive  facility  modernization 
and  substantially  increased  staff  resident  ratios  at 
institutions  or  else  such  facilities  would  face  closure. 
These  court  decisions  have  had  a  marked  influence  on  the 
deinstitutionalization  process  in  Montana  because  of  the 
possibility  of  a  similar  court  mandate  which  would  result 
in  further  escalation  of  state  institution  costs. 


2.  MONTANA  STATE  LAWS 


S.  B.    388  -  Chapter  468  Montana  Session  Laws  -  1975  -  (Approved 
by  Governor  March  18,    1975)  'An  Act  To  Provide  For  the  Identifica- 
tion,   Habilitation,    and  Human  Rights  of  the  Developmentally  Disabled. 

This  law  guarantees  the  developmentally  disabled  person 
treatment  and  habilitation  suitable  to  his  needs  with  accomplish- 
ment of  this  goal,   whenever  possible,   in  a  community  based 
setting.     An  institutional  setting  is  to  be  provided  only  when  less 
restrictive,    alternatives  are  unavailable,    or  inadequate  and 
only  when  a  person  is  so  severely  disabled  as  to  require  in- 
stitutionalized care.     Each  person  admitted  to  an  institution  is 
required  to  have  an  individualized  habilitation  plan  formulated 
by  the  facility.     One  of  the  elements  of  each  plan  is  a  statement 
of  the  least  restrictive  setting  for  habilitation  necessary  to 
achieve  the  habilitation  goals  of  the  resident. 

The  law  provides  that  no  person  shall  be  admitted  to  an  institution 
for  longer  than  thirty  days  without  approval  of  a  court.     The 
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maximum  period  of  time  a  person  can  be  admitted  to  an  institu- 
tion pursuant  to  court  order  is  one  year.     This  period  can  be 
extended  by  the  court  upon  written  request  of  the  professional 
person  in  charge  of  the  resident  .     The  procedures   set  forth  in 
this  law  protecting  the  rights  of  the  developmentally  disabled 
person  and  encouraging  the  use  of  community  based  facilities 
whenever  possible  definitely  encourages  the  deinstitionalization 
process. 

S.B.    377  "Treatment  of  Mentally  11.1  Act"  Chapter  466  Montana 
Session  Laws  1975 

The  purpose  of  this  act  is  to  secure  for  each  person  who  may 
be  seriously  mentally  ill  or  suffering  from  a  mental  disorder 
such  care  and  treatment  as  will  be  suited  to  the  needs  of  the 
person  and  to  deprive  a  person  of  his  liberty  for  purposes  of 
treatment  or  care  only  when  less  restrictive  alternatives  are 
unavoidable.     The  act  prescribes  court  procedure  for  involuntary 
commitments  to  state  institutions.     Individual  treatment  plans 
are  required  for  each  patient.     Each  plan  must  include  criteria 
for  release  of  the  patient  to  less  restrictive  treatment  conditions, 
and  criteria  for  discharge. 

Montana  Developmental  Disabilities  Services  and  Facilities 
Act  of  1974 

This  act  defines  the  responsibility  of  the  Department  of  Social 
and  Rehabilitation  Services  in  regard  to  the  developmentally 
disabled  citizens  of  the  state.     The  department  is  required  to 
initiate  a  preventive  developmental  disabilities  program  which 
must  include  the  implementation  of  developmental  disabilities 
care  and  treatment,    and  prevention  and  research  as  can  best  be 
accomplished  by  community  centered  services.     The  department 
also  is  responsible  to  prepare,  with  the  advice  of  the  advisory 
council,    an  annual  comprehensive  plan  for  initiation  and  maintenance 
of  developmental  disabilities  services  in  the  state.     Such  services 
must  include  community  comprehensive  developmental  disabilities 
services. 

This  act  also  stipulates  that  all  developmental  disabilities  facilities 
and  services  shall  comply  with  federal  guidelines  and  with 
requirements  which  will  enable  the  services  and  facilities  to 
qualify  for  available  aid  funds. 

The  act  further  provides  for  the  appointment  of  state  and  regional 
advisory  councils  and  outlines  the  duties  of  these  councils.     The 
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state  advisory  council  is  charged  with  the  responsibility  of 
developing  a  plan  for  a  state -wide  system  of  community    based 
services  for  the  developmentally  disabled  while  one  of  the 
responsibilities  of  the  regional  councils  is  to  develop  a  plan  for 
a  system  of  community  based  services  for  the  developmentally 
disabled  within  the  region. 

House  Joint  Resolution  No.    66  (Approved  March  13,    1974) 

This  resolution  requested  the  Governor  "to  appoint  a  blue  ribbon 
committee  to  study  the  future  direction,    scope,    and  financial 
requirements  in  the  field  of  mental  services  that  the  State  of 
Montana  provides,   and  should  provide,   to  the  citizens  of  the 
state. " 

The  Governor  did  appoint  the  committee  which  became  the 
State  Mental  Health  Advisory  Council.     The  council  filed  its 
report  with  the  Governor  and  the  legislature  on  January  1, 
1977.     The  report  contains  sixty-eight  (68)  recommendations. 
One  of  the  recommendations  set  forth  in  the  report  states  (a) 
"The  patient  census  at  Warm  Springs  State  Hospital  should  be 
reduced  to  a  maximum  of  425  by  FY  '79."   (b)  "The  council  also 
recommended  that  a  comprehensive  state  plan  for  the  development 
of  alternative  community  facilities  and  supportive  services  be 
developed  with  all  deliberate  speed.  " 

KEY  STATE  DEINSTITUTIONALIZATION  POLICIES 

The  Montana  State  Plan  for  Comprehensive  Mental  Health 
Services  (September  1,    1976) 

This  plan  which  was  prepared  under  Public  Law  94-63,    "The 
Public  Health  Services  Act  Amendments  of  1975,  "  covers  the 
period  July  1,    1976  through  June  30,    1981.     The  plan  was  pre- 
pared by  the  Department  of  Institutions  and  was  certified  for 
approval  by  the  Governor.     One  of  the  stated  goals  of  the  plan  is 
"to  provide  quality  developmental  and  rehabilitative    services 
within  state  administered  programs  with  a  focus  on  reduction 
of  institutionalization.  "     Two  of  the  objectives  of  this  goal  are 
"to  discharge  all  inappropriately  referred  residents  from  the 
current  Warm  Springs  State  Hospital  population    by    July  1978' 
and  "to  provide  community  based  alternatives  to  institutionalization 
by  January  1977."   Another  goal  is  "to  promote  uniform  and 
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accessible  locally  administered  programs  for  disabled  or 
delinquent  citizens  of  Montana  with  a  focus  on  prevention  of 
institutionalization."     Two  objectives  listed  under  this  goal  are 
"to  expand  present  mental  health  services  for  state-wide  accessi- 
bility to  institutional  alternatives  by  July  1979  and  to  discontinue 
inappropriate  admissions  to  Warm  Springs  State  Hospital  by 
July  1977. 

State  Legislature  -  1975  Session  agreed  that  the  goal  of  the 
deinstitutionalization  program  for  the  developmentally  disabled 
would  be: 

238  persons  would  return  to  the  community  from  Boulder 
River  School  and  Hospital  between  the  period  April  1, 
.    1975  and  June  30,    1977. 

40  persons  would  be  returned  to  the  community  from  Galen 
State  Hospital  between  the  period  April  1,    1975  and  June 
1976. 

Funding  in  order  to  develop  adequate  resources  for  these  place- 
ments and  for  persons  already  in  the  community  was  provided 
by  H.  B.   265  and  H.  B.    269. 

In  addition,    H.  B.    289  provided  funding  for  Boulder  River  School 
and  Hospital  to  provide  training  to  enable  residents  to  return 
to  the  community. 

A  Management  Plan  for  Delivery  of  Community   Based  Services 
to  Institutionalized  Developmentally  Disabled  Citizens  (submitted 
by  OBPP  February  3,    1976,    Revised  for  Final  Implementation 
June  10,    1976. 

This  plan  was  developed  to  expedite  the  deinstitutionalization 
program. 

Objectives: 

a.  To  prepare  and  refer  individual  developmentally 

disabled  persons  for  release  from  the  Boulder  River 
School  and  Hospital  and  Galen  State  Hospital,   for 
entry  into  community  programs  at  a  rate  that  will 
coincide  with  the  development  of  appropriate 
residential  facilities  for  the  developmentally  disabled. 
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b.  To  develop  a  minimum  of  156  residential  placement 
opportunities  by  the  end  of  the  biennial   for  develop- 
mentally  disabled  persons  who  are  currently 
institutionalized. 

c.  To  place  developmentally  disabled  persons  currently 
residing  in  institutions  in  residential  facilities 
within  45  days  after  the  residential  placement 
opportunity  becomes  available. 

d.  To  maintain  developmentally  disabled  persons  in 

the  least  restrictive  community  settings  by  providing 
quality  programs  which  will  effectively  prevent  the 
return  of  developmentally  disabled  persons  to  an 
institutional  setting. 

Statement  of  DP  Deinstitutionalization  Program  Direction,    February 
1,    1977)  Signed  by  Governor,   Director,    Department  of  Institutions 
and  Director,   Department  of  Social  and  Rehabilitation  Services 

Establishes  general  operating  principles  whereby  the 
state  shall  continue  its  policy  of  deinstitutionalization  of 
all  developmentally  disabled  who  can  be  cared  for  in  a 
less  restrictive  environment. 

Stage  1  of  this  plan  provides  that  by  July  1,    1977,  the 
DD  population  at  BRSH  will  be  282  persons.     Galen  State 
Hospital  will  have  53  DD  patients.     The  DD  population  at 
WSSH  will  be  near  or  at  zero. 

Stage  2  of  this  plan  includes: 

a.  Closure  of  the  non-ambulatory  facility  at  BRSH  within 
two  years. 

b.  Transfer  of  BRSH  patients  to  community  nursing 
facilities  at  Glendive  and  Billings  within  the  next 
two  years.     This  will  reduce  the  BRSH  population 
to  a  level  consistent  with  BRSH's  existing  certifica- 
tion for  152  intermediate  care  beds. 
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Stage  3  of  this  plan  states  that  the  DD  Division  will  continue 
the  community  placement  process  during  the  next  bienniun. 
It  will  place  approximately  130  individuals  from  BRSH  and 
Galen.     By  July  1,    1979,    it  is  anticipated  that  the  census 
at  BRSH  will  be  from  120  -  150  DD  patients.     There  will 
be  no  DD  patients  at  either  Galen  State  Hospital  or  WSSH. 
The  census  at  the  Glendive  Nursing  Home  will  be  40  while 
the  Billings  Nursing  Home  will  have  an  occupancy  of  10  - 
40  DD  patients. 
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STATE  OF  MONTANA 

Estimated  Annual  Per  Patient  Cost 

Deinstitutionalized  Developmentally  Disabled  Person  -  (Adult) 


Total  Deinstitutionalized  DD's  -  July  1975  through  March  1977  =  93 

Total  out-of-state  =  3 

Total  adults  =  68 

Total  children  under  21  =  22 

Adult  -  DP  =  68  (Assume  in  Group  Home) 

L     Subsistence  -    S.  S.  L   =  $167.  80  per  mo.  X  12    =   Federal  =  $     2,013.  60 
State     =$104. 00  per  mo.  X  12   =   State      =  1,248.00 

Total     =  $     3,261.60 

IL     Daily  Living  Training  =  Title  XX  Federal  =  $         884. 24 

(includes  $185  per  year  for  clothes)  State      =  294. 74 

$4.  66  per  day  X  253  days  =  Average  Annual  Cost  for  $     1,  178  .  98 
Adult  DD  (Group  Home) 


IIL    Transportation  =  Title  XX 


$1.  10  per  ride  X  2  per 

day  X  253  days  = 

365  days 

Federal  - 

-104  weekend  days 

State      = 

-  8  holidays 

253  days 

Vocational  Services 

253 

253- 

-10%  absenteeism  rate 

-25- 

25  days 

228  days  actual 

228  days  X  $10.  98  pei 

'  day  = 

Federal  = 
State       = 

556.  60 

417.45 
139.  15 


$     2,503.44 

1,  877.  58 

625.  86 

V.     Medical  Services  (Medicaid) 

Average  cost  per  year  for  DD  person  in  a  group  home  =  $          311.46 

50%    Federal  =  155.73 

50%    State      =  155>  73 

VL   DD  Division  -  Estimated  Expenditures  (less  equipment)  for 
FY  1976-77  (Source  :    Executive  Budget)        = 

$747, 685  =  Average  per  client  cost  =  $  645. 67 

1,  158  Total  clients  100%state=  645.67 


APPENDIX  B  (2) 


VIL     Direct  Service  Training    =   $532.  63  per  year  per  client 

Federal 
State 


5?2, 63 
399.  47 
133.  16 


VIIL   Case  Management 


Cost  per  year  per  client  = 

75%  Federal 

12 1%  State      = 

12^%  County  = 


$        649. 70 

487.28 

81.21 

81.21 


Adult  -  Total  cost  per  year  = 
Federal1 
State  = 
County  = 


$    9,640.08 

6,235.35 

3,323.52 

81.21 

$   9,  640.  08 


APPENDIX  C 

FIXED  AND  VARIABLE 
COST  STRUCTURES  OF 
STATE  INSTITUTIONS 
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70:  John  S.  Fitzpatrick,  OBPP 

FROM:  L.  A.  Harnerlynck,  Administrator,  D[ 

R£:  DEINSTITUTIONALIZATION  EVALUATION:  Mft 

BATE:  June  27,  1977 

Enclosed  are  comments  about  the  Management  &  Financing  Study  of  the  Deinstitutional- 
ization Program  done  by  Hughes,  Heiss  and  Associates.  Each  comment  is  based  on  a 
specific  portion  of  the  report  which  has  been  indicated  by  page  number.  Some  of 
the  comments  are  minor  and  serve  only  to  make  the  report  more  correct.  Others 
could  have  significant  impact  on  the  recommendations. 

Overall,  the  report  seems  to  miss  pre  1975  history  of  the  developmental  disabilities 
movement.  This  can  be  considered  important  for  future  development  due  to  two  key 
elements,  One,  the  communities  and  their  efforts  to  develop  services  had  impact 
on  legislation,  funding,  program  development,  and  hence,  deinstitutionalization. 
There  has  always  been  a  cooperative  affair  between  the  community  and  institutions. 
A  portion  of  this  affair  related  to  partial  funding  being  based  on  acceptance  of 
persons  from  institutions.  The  other  element  was  the  professionals  who  had  the 
foresight  to  develop  necessary  service  components  -to  demonstrate  an  alternative 
to  institutionalization.  This  includes  the  staff  who  were  in  communities,  staff 
at  ERS&H  and  the  Developmental  Disabilities  Bureau,  staff  in  the  Governor's  Office, 
and  legislators. 

Montana's  key  legislation  was  done  prior  to  the  time  attention  was  placed  on  the 
institution.  The  strike  occurred  as  the  1974  session  was  ending.  This  was  the 
session  at  which  the  original  community  services  act  was  passed.  Also  passed  was 
the  community  home  bill  and  the  zoning  law.  Prior,  HJR  11  was  passed.  The  reso- 
lution basically  stated  all  persons  who  were  developmentally  disabled  had  rights 
similar  to  other  citizens  and  had  a  right  to  as  normal  a  life  as  possible. 

Placements  had  been  occuring  from  BRS&H  since  1970.  Funds  traditionally  used  in 
institutions  were  used  by  BRS&H  in  the  development  of  community  programs. 

Thus,  it  is  contended  that  there  were  major  influences  present  in  the  state  which 
allowed  capitalization  on  a  set  of  circumstances  which  netted  greatly  increased 
funding  for  communities  and  institutions.  If  these  influences  are  not  observed 
then  the  basis  of  the  community  programs  as  now  known  could  dissolve.  The  current 
program  has  many  problems  which  it  has  pointed  out  itself.  It  has  frequently  re- 
quested help.  It  is  suggested  this  system  be  strengthened. 


cH.um.an   -riesoulces:  (Jul  Lttealest  <^Asset 
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Future  occurances  in  the  developmental  disabilities  program  are  uncertain.  Due 
to  a  lack  of  funding,  and  lack  of  coordination,  program  development  and  expansion 
could  be  preducted  to  be  slow.  It  is  hoped  that  system  changes  would  reflect  a 
means  to  establish  ground  rules  to  which  all  need  to  adhere. 

~rie  potential  for  development  is  unknown.  It  is  a  question  which  must  be  tested. 
Thus  far,  major  limitations  appear  to  be  participants'  lack  of  creativeness, 
ability  and  desire  and  an  akward  system  with  which  to  deal. 

There  are  statements  in  this  report  which  could  substantially  alter  the  direction 
of  tie  developmental  disabilities  program  if  followed.  There  are  other  statements 
whic/i.  could  support  progress  in  the  direction  it  has  been  heading.  It  is  hoped 
that  decisions  are  made  in  a  cooperative,  coordinated  fashion  and  based  on  facts 
and  data. 

Any  comment  can  be  further  discussed  or  substantiated  if  desired. 

Please  excuse  our  delay  in  reviewing  the  report.  Although  it  was  seen  as 
significant,  we  did  not  have  time  to  study  the  document  due  to  program  demands. 
I  hope  that  the  Division's  comments  can  be  included  in  any  document  to  be 
developed. 

jh 

cc:  Judy  Carlson 
Pat  Mel  by 
Larry  Zanto 
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APPENDIX  D  (3) 
SRS/DDD  COMMENTS  ON 

MANAGEMENT  &  FINANCING  STUDY  OF  THE 
DEINSTITUTIONALIZATION  PROGRAM 
Hughes,  Heiss  &  Associates 

1.  Page  5:  The  Montana  Developmental  Disabilities  Act  of  1974  did  not  provide  for 
establishment  of  the  Developmental  Disabilities  Division.  It  was  originally  a  Bureau 
ana  remained  so  until  1976. 

i.      Page  5:  SR  388  does  not  refer  to  persons  with  developmental  disabilities  as 
patients.  This  word  is  incorrectly  used  throughout  the  report. 

3.  Page  6:  Allocations  of  resources  was  to  Developmental  Disabilities  Bureau,  not 
Developmental  Disabilities  Division. 

4.  Page  6:  The  budget  adopted  for  community  portions  began  in  April  of  1975.  There- 
fore, it  was  more  than  a  biennial  budget.  Action  was  to  begin  as  soon  as  the  legis- 
lature adjourned. 

5.  Page  6:  Allocations  of  resources  also  reflected  the  plan  to  stimulate  development 
of  community  services  for  persons  in  the  community.  There  was  an  approximate  50-50 
ratio  for  all  residential  type  services. 

6.  Page  7:  The  legislature  did  not  set  the  quantitative  target  of  238  persons  from 
BRS&H  and  40  persons  from  Galen.  This  was  done  by  BRS&H  staff,  DDB  staff  and  OBPP 
staff.  At  that  time  BRS&H  had  252  beds  which  could  potentially  meet  Medicaid  certifi- 
cation (one  set  of  standards  which  could  indicate  a  higher  quality  of  care).  The 
number  of  persons  to  be  placed  was  simply  a  subtraction  of  the  252  from  the  total  pop- 
ulation at  that  time.  History  had  shown  that  admissions  would  probably  be  balanced  by 
deaths.  Little  information  was  available  about  the  persons  at  Galen.  It  was  estim- 
ated that  the  number  was  about  75.  An  arbitrary  number  of  40  was  selected.  The  leg- 
islature supported  these  numbers  by  basing  the  appropriation  on  them. 

7.  Page  7:  Staff  within  the  Division  are  unaware  of  any  action  by  OBPP  in  April  of 
1975  to  establish  more  specific  targets.  DDB  staff  continually  requested  assistance 
from  other  agencies  involved,  including  OBPP  to  determine  more  specific  ground  rules. 
Early  in  1976  a  document  was  prepared  in  rough  draft.  There  was  much  response  from 
regional  councils  to  this  document  because  of  a  lack  of  what  was  considered  a  cooper- 
ative effort.  Division  staff  are  not  aware  that  this  document  was  ever  finalized. 
Some  steps  in  it  have  been  complied  with  but  it  has  never  been  a  working  document. 

8.  Page  7:  The  document  which  was  signed  on  February  1,  1977  that  Division  staff  is 
aware  of  is  a  one-page  document  that  does  not  contain  all  the  information  listed  in 
this  report.  There  was  another  paper  presented  for  consideration  but  to  Division 
knowledge  it  was  not  the  final  form.  In  addition,  to  Division  staff  knowledge,  ground 
rules  for  implementation  of  these  goals  were  never   established. 

9.  Page  8:  Statement  at  top  of  page  is  not  correct,  however,  it  may  appear  that  way. 
Neither  BRS&H  or  DDD  can  set  goals  for  the  other  party.  This  must  be  negotiated. 
This  occured  at  the  session  in  1975.  Major  changes  occurred  in  top  level  staffwho 
would  not  agree  to  original  agreements.  Therefore,  DDD  tried  to  force  arbitration  by 
an  external  group  mainly  the  Governor's  Office.  In  addition,  even  though  informally, 
regions  have  set  their  own  goals  and  targets.  It  must  be  realized  that  a  community, 
at  that  point  in  time,  functioned  differently  than  a  state  agency. 
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10.  Page  10:  Numbers  of  persons  returned  to  the  community  was  at  a  higher  than 
expected  rate  until  early  1977.  Development  of  services  were  stopped  twice  due 
to  lack  of  funds.  This  caused  substantial  slow-down  while  communities  waited  to 
see  if  funds  would  be  available.  More  placements  of  adults  could  have  occured  had 
mere  money  been  available.  This  slow-down  also  affected  development  of  family/child 
services  which  has  resulted  in  fewer  children  being  placed  by  June  30  than  were  committed. 
More  adults  have  been  placed.  The  commitment  to  the  number  of  population  at  BRS&H  being 

_ 52,  should  be  met.  Galen  placements  were  to  occur  by  June  30,  1976.  This  did  not 
happen  because  information  was  not  available  on  these  people  until  this  time.  As 
predicted  by  DD3,  if  these  persons  were  not  placed  by  that  time  placement  would  be 
mere  difficult.  This  prediction  was  made  because  the  most  developed  areas  developed 
their  residential  services  first.  Brand  new  programs  have  shown  hesitation  in  accepting 
people  who  were  so  severely  institutionalized  and  for  whom  no  programs  had  been  dev- 
eloped and  had  no  institutional  staff  who  could  provide  transitional  service.  Much 
pressure  has  been  applied  for  the  transfer  of  the  monies.  Monies  were  also  requested 
and  denied  for  persons  with  developmental  disabilities  who  were  moved  from  WSSH  to 
communities  with  no  planning  or  funding. 

11.  Page  12:  Section  3  is  misleading.  Statements  made  may  be  true  for  WSSH  but 
they  are  not  true  for  BRS&H.  This  can  be  seen  by  figures  on  page  15.  The  funding 
allowed  for  more  severely  handicapped  persons  to  be  placed  who  may  not  have  been 
maintained  without  development  of  services  to  meet  their  special  needs.  (It  should 
be  pointed  out  that  transfers  of  persons  from  WSSH  to  Galen  are  illegal  and  have 
added  more  confusion  to  the  determination  of  who  is  developmentally  disabled  and  in 
which  institution  they  reside.) 

12.  Page  14:  The  deinstitutionalization  program  began  in  April  of  1975,  not  July. 
This  is  when  funding  and  mandates  began.  Total  number  of  persons  placed  between 
April  1,  1975  and  December,  1976  from  BRS&H  was  195  and  from  Galen,  19.  Also,  at 
least  19  persons  are  receiving  services  in  developmental  disabilities  programs  who 
came  from  WSSH. 

13.  Page  16:  Does  this  reflect  BRS&H  or  all  three  institutions?  Heading  of  table 
in  unclear.  Also,  addition  of  other  placements  would  give  more  correct  data. 

14.  Page  17:  It  is  true  that  community  services  to  meet  the  needs  of  severely 
mul tihandicapped  persons  are  limited.  This  is  because  they  have  not  yet  been 
developed.  Service  providers  say  they  can  meet  these  persons'  needs  if  given 
necessary  support  in  terms  of  funding  and  training.  Placements  have  slowed  for  two 
reasons.  One,  the  commitment  for  adults  from  BRS&H  had  been  met,  thus,  development 
stopped  in  this  area.  Development  stopped  due  to  lack  of  resources  -  not  capability. 
The  other  reason  was  the  transfer  of  attention  from  adult  services  to  family  and 
children.  This  was  virtually  a  new  service  and  therefore,  required  more  development 
time.  The  community  organization  portion  is  usually  the  longest  and  shows  the  least 
obvious  results.  However,  it  is  thought  to  be  essential  that  this  occur  if  the  programs 
are  to  be  successful  in  the  long-run. 

15.  Page  17:  How  has  the  question  of  cost  effectiveness  been  addressed  for  the 
remaining  population?  There  are  similar  persons  an ready  existing  in  communities.  Why 
is  this  group  singled  out? 

16.  Page  19  &  20:  Some  relationships  are   not  indicated.  Bureaus  such  as  Medical  Assis- 
tance and  Economic  Assistance  have  been  excluded.  In  addition,  relationships- do  exist 
between  central  offices  such  as  the  Department  of  Institutions,  Social  &  Rehabilitation 
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Services  and  the  Office  of  Budget  &  Program  Planning, 


17.  Page  21:  It  is  believed  all  persons  can  function  outside  of  BRS&H.  The 
habilitation  team  determines  what  kinds  of  services  v/ould  be  necessary  to  maintain 
the  individual.  The  client  service  coordinator  (referred  to  as  placement  service 
coordinator  in  the  report)  distributes  the  referral  to  the  appropriate  regional 
office  or  offices. 

IS.  Page  22:  It  should  be  emphasized  that  the  Governor  is  really  the  only  individual 
wi en   over-all  responsibility  for  the  total  program.  This  is  now  being  assisted  by 
the  Human  Services  Cabinet  member  in  his  office.  However,  it  should  be  noted  that  the 
Governor  has  no  influence  over  OSPI  or  city,  county  and  local  groups. 

19.  Paje  25:  Slow  down  in  placements  indicate  lack. of  funding  and  staff  resources 
necessary  to  design  new  services. 

20.  Page  26:  The  intent  "to  identify  and  explore  key  management  issues  which  impact 
program  progress  and  isolate  factors  which  may  inhibit  program  success  in  future 
years"  is  vital  and  one  which  key  parties  have  expressed  concern  about  on  a  regular 
basis.  It  is  hoped  this  exploration  can  be  done  on  a  cooperative  basis  with  all  key 
parties.  Democracy  is  slow  and  cumbersome  but  for  this  kind  of  program  it  seems  to 
pay  off. 

21.  Page  30:  It  is  agreed  that  some  confusion  does  exist  regarding  the  relationship 
between  staff  and  councils.  This  has  been  discussed  by  staff  with  no  resolution  at 
this  point.  This  is  further  complicated  by  the  fact  that  all  five  regions  are 
different,  their  councils  are  different  and  their  staff  are  different.  Their  differ- 
ences are  many  and  substantially  effect  the  programs.  Also,  the  program  changes 
rapidly  thus  causing  more  difficulty.  Clearer  understanding  of  roles  should  be 
sought.  Emphasis  should  be  placed  on  training  to  regional  councils. 

22.  Page  30  &  31 :  The  Developmental  Disabilities  Division  is  already  viewing  restruc- 
turing after  July  1,  1977  due  to  limitations  in  funding  and  changes  in  program 

need.  However,  agencies  other  than  the  Division  need  to  be  involved  in  this  process. 
A  key  group  will  be  the  legislature  as  they  determine  what  their  intent  was  and  can 
be. 

23.  Page  31  &  32:  The  concern  for  consistent  monitoring  and  evaluation  are  shared 
oy  DDD.  Implementation  of  the  IHP  system  and  the  tracking-evaluation  system  should 
begin  to  address  this  problem.  However,  it  will  be  essential  to  have  a  case  management 
system  and  support  internal  in  SRS  for  the  working  evaluation  portion. 

24.  Page  32:  Developmental  Disabilities  Division  has  expressed  concern  about  the 
case  management  system  and  county  welfare  system.  Evidence  of  this  is  the  client 
services  portion  of  the  Division.  This  was  begun  as  a  project  soon  after  the  leg- 
islature adjourned  due  to  weakness  in  the  other  systems. 

25.  Page  32:  It  is  true  the  community  system  allows  for  less  control  over  services, 
thus,  it  is  more  difficult  to  monitor.  However,  it  could  be  argued  that  control 

is  not  the  major  variable  in  providing  quality  services.  Institutions  have  long  had 
total  control  and  programs  have  been  known  to  be  less  than  adequate.  The  Division 
is  reviewing  ways  to  monitor  and  improve  quality. 

25.  Page  36:  OSPI  was  sent  written  proposals  about  the  plans  for  placing  children. 
No  written  comments  were  ever  received  from  them.  Verbal  information  has  been 
supplied  but  net  in  the  detail  that  OSPI  has  wanted.  The  detail  they  have  requested 
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is  not  possible  to  supply. 

27.  Page  36:   In  addition  to  OSPI,  local  school  districts  need  to  be  informed. 
Regional  staff  have  worked  closely  with  these  groups  as  they  are  real  decision 
makers. 

23.  Page  37:  OSPI  and  DDD  have  different  service  plans  from  which  they  work. 
OSP"  is  responsible  only  for  the  formal  education  of  the  child.  DDD  is  respon- 
sible  for  all  services  to  the  child  and  his  family.  This  includes  serving  a  child 
"n'ving  with  his  own  family  in  his  own  community.  A  complete  discussion  of  this 
vital  issue  is  too  lengthy  to  detail  here  but  can  be  made  available. 

29.  Page  Zu   &  37:  The  Division  is  not  aware  of  a  shortage  of  medical  personnel 
but  a  shortage  of  medical  personnel  with  appropriate  abilities.  Physical  therapy 
is  the  most  difficult  to  meet.  The  Division  does  have  a  contract  to  provide  this 
service  on  a  statewide  basis.  Of  greater  need  to  developmentally  disabled  is  the 
ability  to  continue  to  recruit  and  train  all  kinds  of  staff.  Most  areas  encourage 
additional  training.  The  Division  can  see  no  need  for  psychiatrists  in  the  area 
of  developmental  disabilities.  Qualified  staff  is  a  critical  issue  which  needs 
continual  attention  whether  in  an  institution,  small  or  large,  or  a  community 
program  be  it  rural  or  urban. 

30.  Page  38:  It  is  not  agreed  that  persons  can  be  placed  in  only  the  populous 
areas.  Discussion  of  this  issue  can  be  made  available. 

31.  Page  38  &  39:  Management  of  Developmental  Disabilities  Division  has  been  a 
problem.  The  program  grew  rapidly  and  there  is  evidence  of  problems  cause  by  that. 
The  Developmental  Disabilities  Bureau  asked  for  assistance  internally  and  externally 
ic  help  resolve  these  issues.  Several  of  the  points  listed  have  had  the  concern  of 
the  Division  with  no  external  support  being  offered.  Other  points  ^re   in  areas  that 
DDD  can  only  try  to  influence,  gain  cooperation,  etc.  They  cannot  make  decisions 
for  others.  The  issue  of  the  "remaining  population  at  BRS&H"  is  an  empirical  one. 
There  is  no  data  to  support  a  decision  in  any  direction.  Thus,  any  decision  would  be 
based  on  politics  and  be  arbitrary. 

32.  Page  41:  One  of  the  largest  gaps  is  coordination  of  all  parties  involved,  as 
long  as  developmental  disabilities  has  the  community  system  it  will  be  a  major 
difficulty.  The  cabinet  in  the  Governor's  Office  should  be  able  to  assist  where 
state  agencies  are  involved. 

33.  Page  46:  The  additional  dollars  being  spent  on  developmental  disabilities  may 
also  reflect  the  mandate  to  serve  all  developmentally  disabled  individuals  in  the 
community.   It  may  indicate  a  more  complete  service  system.  It  may  reflect  that 
the  Developmental  Disabilities  Division  is  more  organized  and  has  a  stronger  base, 
i.e.,  local  communities  from  which  to  operate. 

34.  Page  45:  Developmental  Disabilities  Division  does  not  devote  all  staff  time  to 
deinstitutionalization.  Their  efforts  relate  to  community  folks  and  their  needs. 

All  staff  at  BRS&H  spend  time  for  deinstitutionalization  in  the  sense  of  training  the 
person  and  making  placement  plans.  Thus,  the  comparison  of  40-2  could  be  misleading. 
A  more  correct  comparison  would  be  Developmental  Disabilities  Division  has  one  staff 
person  at  state  level  compared  to  Department  of  Institutions'  two  in  central  office. 
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35.  Page  48:  Cost  figures  vary  for  community  services.  Developmental  Disabilities 
Division  has  developed  a  different  set  of  figures  which  include  additional  costs 
which  more  accurately  reflect  costs  for  comparison  to  the  institutions. 

35.  Page  54:  SRS  has  a  program  to  provide  funding  for  persons  while  awaiting  SSI 
payments.  Thus,  no  money  should  oe  used  from  counties  for  this  unless  due  to 
administrative  error. 

37.  Page  59:  Costs  for  services  to  children  are  funded  at  a  higher  state  level 
/ersus  federal  due  to  strict  financial  eligibility  requirements  for  service  provisions. 
This  would  eliminate  children  from  services  that  the  state  has  decided  to  serve  to 
prevent  institutionalization. 

38.  Pag:  62:  It  is  anticipated  that  community  costs  will  rise  as  more  severely 
multihandi capped  persons  are  served. 

39.  Page  61:  It  has  been  suggested  that  dollars  spent  in  the  community  may  be  "worth" 
more  because  they  bolster  economies  in  communities  throughout  the  state  rather  than 
just  one  locale. 

40.  Page  76:  DDD  requested  a  mechanism  be  developed  for  transfer  of  funds.  It  was 
suggested  a  per  capita/per  time  unit  cost  be  used.  Cost  unit  would  have  to  reflect 
fixed  administrative  costs  at  institutions.  This  never  occurred.  Instead,  a  sum 
of  money  was  determined  to  be  needed  by  DDD.  A  portion  of  this  sum  came  from  SRS 
while  the  rest  was  to  come  from  BRS&H.  The  BRS&H  share  never  came. 

41.  Page  79:  The  statement  that  institutional  administrators  have  shifted  focus  to 
increasing  service  levels  indicates  not  a  weakness  in  the  system  of  tying  dollars  to 
persons  but  in  administration  of  those  dollars. 

42.  Page  79:  If  an  adminstrator  knew  for  certain  that  his  budget  would  decrease  he 
would  be  required  to  make  necessary  changes.  Thus,  an  incentive  need  not  be  involved. 
Just  a  planned  removal  of  money. 

43.  Page  82:  The  DDD  program  probably  has  a  greater  need  for  coordination  than 
leadership.  The  program  has  a  fairly  sound  idea  of  its  goals,  i.e.,  where  it  is 
going,  kinds  of  service  delivery.  The  extreme  difficulties  are  encountered  outside 
the  Division.  Within  DDD  problems  have  generally  been  determined  and  have  some 
assigned  means  of  resolution  or  have  had  resolution  postponed. 

44.  Page  83:  The  objectives  for  the  adjusted  financing  system  are  supported  with 

the  exception  of  the  term  "centralized  management,  decision  making  and  target  setting." 
It  would  be  preferable  that  this  centralized  power  be  composed  of  the  key  parties 
involved  with  one  individual,  such  as  the  Governor's  cabinet  member  for  Human  Services, 
responsible  for  insuring  that  decisions  are  made  and  abided  by. 

45.  Page  83:  All  persons  are  candidates  for  deinstitutionalization.  A  more  correct 
variable  would  be  what  kinds  of  services  are  needed  in  the  community  or  do  we  desire 
to  develop. 

Page  84:  Within  the  area  of  developmental  disabilities  it  is  difficult  to  measure 
prevention.  It  might  be  assumed  that  everyone  served  may  have  gone  to  the  institution 
had  the  service  been  unavailable.  However,  if  there  is  a  means  to  accomplish  this, 
efforts  could  be  directed  this  way. 
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46.  Page  84:  A  major  variable  missing  from  these  performance  targets  is  the 
importance  of  community  involvement  and  the  assessments  made  by  them  about  needed 
crucial  service.  If  this  is  not  done,  the  program  will  probably  need  to  be  a 

state  administered  one.  This  would  require  new  performance  targets  to  be  accomplished 
It  is  not  the  recommended  approach  at  this  time. 

47.  Page  85:  The  product  of  the  targets  should  be  able  to  be  met  in  a  general 
sense  for  the  first  two  items.  The  item  relating  to  time  is  more  difficult. 
Communities  move  at  varying  rates.   Such  predictions  thus  far  have  met  with  limited 
success.  Some  programs  have  moved  more  rapidly  than  anticipated  while  others  are 
painfully  slower  than  predicted. 

48.  Page  85:  Maintenance  money  plus  seed  money  allows  for  no  expansion.  How  are 
needed  expanded  services  for  people  in  the  community  to  be  allocated? 

49.  Page  86:  It  is  suggested  that  the  previously  mentioned  coordination  team  be 
responsible  for  allocation  of  funds.  Based  on  history  it  appears  there  are  going 
to  be  potential  "battles"  over  the  money  regardless  of  where  it  is. 

50.  Page  86:  Targets  seem  to  relate  to  numbers  of  persons  placed  and  successfully 
maintained.  What  targets  will  be  set  for  BRS&H  to  meet?  Potentially,  placements 
could  be  sabotaged  by  poor  or  inappropriate  training.  There  is  no  reason  to  believe 
this  would  occur  but  if  the  agencies  are  contending  for  the  same  dollars  it  may 
occur. 

51.  Page  87:  It  is  suggested  resources  be  distributed  no  less  than  quarterly,  pref- 
erably more  often.  Communities  will  not  establish  programs  "on-the-come."  This 
requires  a  commitment  on  their  part  that  in  the  past  they  have  assumed  was  too  great. 
Also,  money  received  at  the  end  of  a  year  has  the  potential  of  not  being  usable. 

52.  Page  88:  During  the  past  biennium  institutions  had  budgets  appropriated  on  the 
basis  of  a  declining  population.  The  incentive  was  available  for  community  programs 
to  deinstitutionalize  at  a  faster  rate.  In  fact,  that  did  occur  until  the  work  was 
not  rewarded.  The  incentive  did  not  occur  due  to  a  management  decision.  Target 
setting  was  used  throughout  this  biennium.  Until  about  a  year  ago,  requests  were 
made  for  additional  funds  due  to  more  rapid  rate  of  placements  based  on  targets. 
Targets  are  now  used  as  measurements  of  Division  objectives  only. 

53.  Page  89:  Central  control  insures  nothing  if  parties  have  not  agreed  to  basic 
ground  rules,  information  system  and  to  productivity  of  proposed  monitoring. 
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overnor 


Michael   G.   Billings 
Director 


May  25,  1977 


To:       John  Fitzpatrick 

From:     Ron  Weiss 

is.e:       Hughes,  Heiss  and  Associates 


In  general,  I  find  this  report  informative  and  a  good  quick  review 
of  DD  operations  and  problems.   Hopefully,  it  will  be  read  and  critiqued 
in  the  light  of  attempting  to  use  it  as  a  review  and  a  tool  to  make  the 
needed  adjustments  in  the  operations  of  DD.   I  suspect  that  this  will 
not  happen  and  DD  will  continue  to  intellectualize  and  spend  money. 

I  have  maintained  for  the  short  time  I've  been  here  that  DD  should 
go  into  a  consolidation  and  review  state  and  I  still  feel  that  this 
must  be  done  if  anything  is  to  be  accomplished  in  setting  DD's  house 
in  order. 

I  will  list  a  few  technical  points  that  I  thought  needed  your  at- 
tention as  I  do  not  know  if  these  are  errors  or  something  I  was  not 
aware  of. 

Pg.  7     -  last  paragraph  -  BRSH  population  figures  "120-150 
patients"  -  should  not  this  be  230-250  or  so? 

Pg.  13    -  last  paragraph  -  did  Galen's  DD  population  go  up 
for  the  reasons  stated? 

Pg.  21    -  Second  paragraph  -  role  of  the  DD  regional  staff 
in  community  placement  development  —  this  may  be 
what  the  role  is  for  the  DD  regional  staff,  but  I 
wonder  if  some  of  the  regional  councils  have  been 
doing  the  actual  decision  making  for  client  place- 
ments, etc.? 

Pg.  27     (#1)  -  This  is  essential  if  goals  are  to  be  estab- 
lished.  At  present  we  seem  to  be  in  a  position 
of  believing  the  DD  "experts"  as  far  as  numbers 
of  clients  who  may  be  placed  in  the  community. 
This  makes  it  difficult  for  all  concerned  to 
plan  for  clients.   I  realize  that  it  is  difficult 
to  tell  or  predict  client  success  in  advance  but 
we  should  make  some  sort  of  estimate  as  to  who 
could  go  or  stay. 
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John  Fitzpatrick  -2-  May  24,  1977 


Pg.  30    -  Item  (2)  -  this  relates  back  to  my  comments 
re:   Pg.  21. 

Pg.  39    -  Last  paragraph  -  this  is  again,  I  feel,  an 

area  which  we  must  push.   The  social  workers 
have  to  get  going  or  little,  if  any,  planning 
will  occur  -  or  the  DD  councils  will  further 
expand  their  base  at  decision  making  which 
is  not  their  role. 

?g.  40    -  First  paragraph  -  have  we  ever  gotten  a  legal 
opinion  concerning  the  providers  being  on  DD 
advisory  boards? 

Pg.  43    -  Lack  of  a  financial  reporting  system  -  what 
more  needs  to  be  said? 

Pg.  47    -  Third  paragraph  -  1,158  clients,  but  I  believe 
more  than  107  were  in  institutions? 

Appendix  B  (1)   IV  Vocational  Services.   $10.98/day  is  used  for 
the  average  cost  of  this  service,  yet  DD  figures  show  the  average 
cost  is  between  $17.70  to  $19.49/day. 

I  missed  the  organizational  chart  on  Pg.  19  -  the  DD  advisory 
council  will  be  attached  to  DDD  for  administration  purposes  effective 
July  1,  1977. 

Again,  I  support  this  report.   It  may  well  have  some  errors  or 
not  have  the  exact  information,  but  if  we  can  overcome  long  discussions 
about  these  technicalities  and  use  it  for  program  changes,  then  we  have 
done  something. 
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STAT£  OF  MONTANA 

DEPARTMENT  OF  INSTITUTIONS 

HELENA 


To        John  Fltzpatrick  Date:    May  25,  1977 

Office  of  Budget  &  Program  Plann: 


FrOJVS      Lawrence  M.  Zanto£^C  ' '  y^ /tS  V~ 
Director  £Sy&^'  >t-/ 

SuDJeci    Response  to  Hughes,  Heiss,  and  associates  Report 


Enclosed  please  find  the  Department  of  Institutions  response  to  the 
Hughes,  Heiss,  and  Associates  Draft  Report  on  Management  and  Financing 
Study  of  the  Deinstitutionalization  Program  -  State  of  Montana. 


Enclosure 
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Department  of  Institutions  Response  to 
Hughes,  Heiss  &  Associates  Draft  Report  on  Management  and  Financing  Study 
of  the  Deinstitutionalization  Program  -  State  of  Montana 

In  response  to  the  draft  report  submitted  by  Hughes, Heiss  and  Associates, 
we  have  asked  for  written  comments  from  various  parties  at  the  institutions 
and  community  mental  health  centers  and  we  have  held  subsequent  meetings 
with  departmental  staff  who  have  been  directly  involved  in  administration 
and  research  of  the  mental  health  and  D.D.  deinstitutionalization  programs. 
There  are  some  brief  comments  we  would  like  to  make: 

1.  The  written  responses  generally  credit  the  report  for  its  frankness, 
its  thoroughness  and  its  readable  style.   Reactions  then  assume 

a  more  critical  stance  as  a  long  list  of  specific  discrepancies 
are  identified  and  discussed.   (See  attached  letters). 

2.  Departmental  staff  highlight  a  major  finding  (Report,  page  46) 
wherein  it  states  "...  DD  programs  were  allocated  over  5  million 
dollars  while  none  of  these  funds  were  set  aside  for  mental  health 
services  in  the  original  social  service  plan.   A  direct  result  of 
this  funding  allocation  differential  can  be  seen  in  terms  of  central 
unit  staffing.   While  the  DD  Division  has  nearly  40  staff  members 
available  to  plan  and  execute  deinstitutionalization,  only  two 
staff  members  in  the  Department  of  Institutions  devote  significant 
portions  of  their  available  time  to  deinstitutionalization  activities." 
A.   The  above  quote  is  reported  not  to  provide  a  rationale  for  a 

differing  "performance  level  between  the  two  programs",  as  the 
Report  suggests, but  to  demonstrate  that  the  Report  attempts 
to  evaluate  in  a  single  package  what  more  accurately  could 
be  described  as  two  deinstitutionalization  programs  in  the 
State  of  Montana.   More  specifically,  two  separate  pieces 
of  legislation  address  themselves  1)   to  two  divergent  popu- 
lation groups  (each  group  making  separate  demands  on  the  process 
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involved);  2)   to  separate  institutions  with  differing  in- 
ternal resources  and  need'-.;  3)   to  differing  community  re- 
sources and  structural  arrangements  with  the  institutions 
involved;  and  4)   to  disparate  funding  provisions  for 
accomplishment  of  the  legislative  intent. 

The  essential  point  to  be  made  is  that  a  single  evaluation 
of  these  "two  programs"  is  inconsistent  with  the  dual  nature 
of  Montana's  deinstitutionalization  and  is  reported  in  mixed 
fashion  to  considerable  detriment  of  the  mental  health  program 
over  the  DD  program. 
The  quantitative  data  at  our  disposal,  which  demonstrates  that  404 
patients  were  returned  to  the  community  (a  less  restrictive  environment) 
during  a  two-year  period  from  i  975— 77  with  an  extremely  low  recid- 
ivism rate  (none  in  some  catchment  areas),  do^s  not  relate  to  the 
subjective  comments  made  in  the  Report  relative  to  program  success. 
The  Report  lacks  documentation  of  these  subjective  finding.   From 
a  practical  viewpoint,  the  "proof  of  the  pudding"  is  in  whether 
the  program  has  reduced  the  number  of  institutionalized  patients; 
has  reduced  the  number  of  intakes  or  inappropriately  placed  citizens 
at  WSSH;  and  has  improved  services  to  those  patients  remaining  at  the 
institution.   Utilizing  this  basic  criteria  of  success,  we  submit 
that  the  program  is  working. 

Rather  than  comment  on  each  and  every  perceived  inaccuracy  and/or 
impression  in  the  Report,  let  me  suggest  that  many  of  these  major 
and  minor  discrepancies  can  be  found  in  fundamental  differences  in 
the  way  in  which  the  term  "deinstitutionalization"  is  operationally 
defined  by  the  Department  and  the  Report  writers.   It  is  our  position 
that  the  term  has  three  essential  components:   1)   the  prevention 
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of  inappropriate  mentally  ill  and  mentally  retarded  admissions 

through  the  provision  of  community  alternatives  to  treatment; 

2)  the  release  to  the  commun:*  fy  of  all  institutionalized  patients 
who  have  been  given  adequate  preparation  for  such  a  change;  and 

3)  the  establishment  and  maintenance  of  community  support  systems 
for  noninstitutionalized  persons  receiving  mental  health  services 

in  the  community  (Bertram  S.  Brown,  N.I.M.H.,  Statement,  November  4, 
1975). 

The  Government  Accounting  Office,  in  its  Report  to  the  Congress  on 
deinstitutionalization,  similarly  defines  the  term  in  tripartite 
fashion:   as  "the  process  of  1)   preventing  unnecessary  admission  to 
and  retention  in  institutions,  2)   finding  and  developing  appropriate 
alternatives  in  the  community  for  housing,  treatment,  training, 
education,  and  rehabilitation  of  the  mentally  disabled  who  do  not 
need  to  be  in  institutions,  and  3)   improving  conditions,  care  and 
treatment  for  those  who  need  institutional  care." 

The  Report  (Hughes, Heiss  and  Associates)  appears  to  address  itself  to 
but  a  single  component  of  the  above  definition,  specifically,  cost 
calculations  related  to  patients  discharged.   Adherence  to  the  broader 
definition,  however,  has  enabled  the  Department  to  coordinate  improved 
screening  efforts  in  each  catchment  area  throughout  the  state  resulting 
in  fewer  admissions  to  WSSH.   For  example,  (a)   Region  V  Community 
Mental  Health  Center  received  State  Revenue  Sharing  funds  (314-d) 
specifically  to  develop  improved  screening  procedures  for  WSSH 
patients  and  (b)   all  community  mental  health  centers  utilized 
Part  I  monies  (WSSH  contract)  to  improve  screening  capacity,  including 
C  and  E  activities  directed  toward  Judges  and  County  Attorneys  re/ 
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the  new  commitment  law  and  center  capabilities.   These  monies 
were  based  upon  the  centers  demonstrating  that  improved  efforts 
to  prevent  hospitalization  at  Warm  Springs  was  taking  place.   De- 
partmental activities  in  the  development  and  monitoring  of  these 
efforts  to  prevent  hospitalization  was  not  reflected  in  the  Report. 

As  for  the  additional  component  of  deinstitutionalization  —  the 
establishment  and  maintenance  of  community  support  systems  — 
it  is  to  be  noted  that  ten  group  homes  plus  intermediate  care  facili- 
ties, such  as  the  Independent  Living  Facility  in  Billings,  have 
been  created  statewide  during  the  past  two-year  deinstitutionaliza- 
tion period.   These  group  homes  and  related  facilities  house  some 
ex-hospital  patients  and  some  who  might  otherwise  have  been  sent 
to  WSSH.   This  example  is  cited  as  part  of  the  Department's  effort 
to  expand  community-based  services.   Indeed,  to  comprehend  fully 
the  range  of  improved  mental  health  services  in  the  community,  one 
must  evaluate  the  progress  made  by  the  community  mental  health 
centers  in  converting  their  programs  these  past  two  years  from 
five  basic  services  to  thirteen  standard  services  now  provided. 
Clearly,  the  basic  premise  one  makes  regarding  program  efficiency 
and  effectiveness  as  well  as  the  elements  to  be  evaluated  is  going 
to  vary  substantially  depending  upon  which  definition  of  deinstitu- 
tionalization is  employed. 
5.   Throughout  the  Report  a  high  priority  is  given  to  the  need  for 
centralized  control.   This  factor  is  fundamental  to  proper 
management  of  deinsitutionalization  as  indicated  in  the  Report 
but  is  a  much  more  complex  issue  than  is  suggested  by  the  Report. 
It  has  been  our  experience  that  neither  strong  central  control 
nor  independent  local  control  provides  a  workable  model  for 
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deinstitutionalization  at  this  time.   Rather,  as  modern  manage- 
ment practice  strongly  supports,  the  concept  that  control  and 
decision-making  should  be  kept  as  close  as  possible  to  the  point 
of  production  has  to  be  acknowledged  if  the  program  is  to  be 
supported  at  WSSH  and  at  the  local  community  mental  health  'center. 
Both  Hospital  and  Center  aftercare  staffs  have  repeatedly  commented 
that  a  strength  of  the  mental  health  deinstitutionalization  process 
has  been  the  willingness  of  state  staff  to  share  appropriate  aspects 
of  statistical,  fiscal,  and  program  development  with  those  directly 
involved.   This  sensitive  give-and-take  is  consistent  with  both 
the  principle  of  responsible  state  administration  and  the  principle 
of  community  control  of  mental  health  programs. 

Space  and  time  considerations  prevent  further  discussion  of  this 
important  point.   It  is  sufficient  to  say  that  the  Report  over- 
simplifies the  planning  and  evaluation  process. 

The  Report  leaves  the  reader  with  the  impression  that  the  mental 
health  deinstitutionalization  program  in  Montana  has  fared  not 
only  less  well  than  its  D.D.  counterpart,  but  has  failed  generally 
in  and  of  itself.   To  anyone  familiar  with  the  tragedy  of  deinsti- 
tutionalization in  some  other  states,  which  has  been  given  prominent 
attention  in  the  media  and  professional  literature,  this  image  of 
random  inefficiency  is  false  and  unwarranted. 

From  our  data  --  and  our  perspective  —  we  believe  the  Montana 
program  to  be  successful,  despite  staff  and  funding  limitations 
already  identified.   The  Legislature  and  this  Administration  is 
to  be  commended  for  their  progressive  efforts,  and  particularly, 
the  patience  and  inventiveness  of  the  aftercare  personnel  and  the 
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excellent  cooperation  of  WSSH  staff  is  to  be  recognized.   Their 
combined  efforts  have  made  the  program  work.  Montana  can  hold 
its  mental  health  deinstitutionalization  program  up  to  any  other 
state. 

The  last,  and  perhaps  most  significant,  area  that  we  will  take 
issue  with  in  the  Report  has  to  do  with  its  conclusion  and  recom- 
mendation under  Part  IV,  Opportunities  for  Increasing  Financing 
System  Effectiveness.   The  Report  suggests  that  funds  related  to 
mental  health  deinstitutionalization  could  be  retained  in  a  pool 
with  control  "most  effectively"  maintained  by  the  Office  of  Budget 
and  Program  Planning.   The  rationale  given  for  this  recommendation 
is  related  to  "absence  of  to-date  support  of  the  deinstitutionalization 
concept  at  the  departmental  level,  coupled  with  the  significant 
management  issues  identified  earlier  in  (the)  report..." 

We  trust  that  in  relation  to  the  broader  definition  of  "deinstitu- 
tionalization" employed  by  this  Department,  that  the  "significant 
management  issues"  have  been  clarified  and  hopefully  will  be 
understood  better  by  all  concerned  as  we  proceed  with  the  contin- 
uing tasks  related  to  selective  use  of  the  State  Hospital  at 
Warm  Springs.   So  far  as  "to-date  support"  and  our  future  support 
of  both  the  philosophy  and  the  operation  of  deinstitutionalization 
is  concerned,  we  contend  that  such  support  has  always  been  there 
and  will  remain.   Continued  control  of  this  essential  service 
to  the  people  of  Montana  belongs  administratively  and  professionally 
in  the  Department  of  Institutions.   To  consider  otherwise  runs  the 
risk  of  fragmented  bureaucracy,  interrupted  aftercare  services, 
community  confusion  and  morale  problems,  and  ultimately  citizen 
disservice. 


APPENDIX  D  (18) 
We  appreciate  the  opportunity  to  express  our  thoughts  about  the 
Report.   This  response  is  offered  in  the  positive  expectation  that 
through  continued  clarification  and  evaluation,  improved  services  will 
result  to  hospitalized  patients,  to  ex-patients,  and  to  those  who  will 
never  know  what  it  means  to  be  institutionalized  by  virtue  of  the  total 
tsental  health  program. 
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THOMAS  L.  JUDGL 

GOVERNOR 

Lawrence  M.    Zanto 

DIRECTOR 
DEPT     OP  INSTITUTIONS 


TO:   Curt  Chisholm 

FROM:   Sill  Conyard  /^^ — - 

DATE:   May  17,  1977 

SUBJECT;   Hughes,  Heis  and  Associates  -  Deinstitutionalization  Report 

Dick  Heard  and  I  have  reviewed  the  above  report  and  would  like  to  make  the 
following  suggestions : 

Page  1  -  Refer  to  the  first  paragraph,  first  inset;  "To  the  extent  possible, 
recognizing  patient  needs......".   This  should  read  "patient  and  resident 

needs" . 

Page  2  -  Refer  to  sub-part  (1) ,  second  sentence;  "To  ensure  that  the  in- 
stitution's inmates ".   The  word  "inmates  "  should  be  changed  to 

"residents" . 

In  sub-part  (1) ,  paragraph  two,  Boulder  River  School  and  Hospital  is  referred 
to  as  Boulder  River  State  School  and  Hospital. 

Page  5  -  Refer  to  last  paragraph,  first  inset,  sixth  line;  the  word  "residents" 
should  be  included  after  "patients". 

Page  6  -  Refer  to  the  last  two  insets;  should  read  "Financing  Boulder  River 
School  and  Hospital"  (delete  word  State)  and  the  word  "residents"  should  be 
included  after  "patients". 

Page  7  -  Refer  to  the  first  inset;  should  read  "Return  238  BRSH  (one  S)  resi- 
dents (not  patients)  to  the  community  by  June  30,  1977.   If  you  will  reflect 
on  the  policy  directives  of  2177,  these  are  not  accurately  stated.   Also, 
throughout  the  page,  BRS&H  is  referred  to  as  BRSSH. 

Page  9  -  Refer  to  sub-part  (1) ,  fourth  sentence;  "River"  should  be  inserted 
after  "Boulder". 
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Curt  Chisholm 
May  17,  1977 
Page  two 

Pag-?  10  -  The  statement  on  budget  transfers  is  based  on  the  assumption  that 
the  funding  of  this  institution  was  adequate  and  we  would  like  to  state  that 
that  assumption  is  inappropriate. 

Page  14  -  We  would  like  to  know  who  set  the  institution's  rated  capacity- 
figure. 

Page  21  -  It  so  states  that  the  habilitation  team  that  was  comprised  of 
specialty  service  deliverers  at  the  institution  consisted  of  Developmental 
Disabilities  staff.   This  is  an  incorrect  assumption. 

Pac,.-^  27  &  23  -  We  question  statements  that  are  made  regarding  appropriate 
placements  in  the  community  as  it  relates  to  "Can  appropriate  community 
resources  be  developed"  and  "  Will  adequate  state  subventions  be  available 
to  stimulate  development  of  these  resources?"  as  well  as  the  statement 
regarding  the  development  of  mini-facilities.   We  feel  these  statements 
should  be  addressed  as  soon  as  possible  with  clarification  from  the 
Governor's  Office. 

Pages  31  &  32  -  We  suggest  that  these  questions  be  addressed  by  the 
Governor's  Office  and/or  the  Department  of  Institutions  and  Developmental 
Disabilities  Division  as  it  relates  to  the  providing  of  adequate  services 
to  those  in  the  community. 

Page  37  -  The  statement  relating  that  it  should  be  assumed  that  the  insti- 
tution cannot  hire  and  recruit  appropriate  staff  is  inadequate.   It  is  well 
known  that  the  institution  has,  in  that  past  year  and  a  half,  been  able  to 
recruit  and  retain  qualified  para-professional  and  professional  staff 
throughout  the  State  of  Montana  as  well  as  out-of-state. 

Page  38  -  The  statement  regarding  placement  of  handicapped  in  only  populous 
areas  should  be  looked  at  closely.   As  I  have  said  many  times  in  the  past, 
saturation  is  a  key  factor  in  the  deinstitutionalization  process  and  it  is 
likely  that  the  larger  population  areas  in  Montana,  when  compared  to  other 
states  are  really  quite  small  and  could  be  endangered  by  over-saturation. 

Page  44  -  The  authorized  Boulder  River  School  and  Hospital  staff  should  be 
639.4  which  includes  twelve  Title  I  positions.   The  dollar  amount  from  the 
1977  fiscal  year  should  be  $8,038,077.00  which  includes  $12,000.00  revolving 
fund  from  the  Canteen  authority  and  $279,829.00  in  federal  fund  authority  of 
which  we  only  receive  $209,000.00. 
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Page  47  -  The  74%  of  the  cost  for  Developmental  Disabilities  and  institutions 
should  make  the  following  distinctions: 

1.   Boulder  River  School  and  Hospital  includes  acute  hospital,  seven 
days  a  week  care,  training  and  treatment.   Warm  Springs  State 
Hospital  has  no  active  treatment  or  training  program.   At  Galen 
there  is  no  active  treatment  or  training  and  at  Eastmont,  there 
is  only  five  day  a  week  treatment  and  training;  utilizing  some 
five  day  a  week  community  based  programs. 

Pa-:  .-■■  50  S  51  -  The  statements  made  regarding  cost  considerations  relating 
to  volunteer  time  donated;  it  is  a  well  known  factor  that  volunteers  burn 
out  quickly  and  that  the  state  will  in  time  be  expected  to  absorb  costs  by 
hiring  those  people. 

References  given  to  Title  19  for  Medicare  funds  should  also  include  Title  18. 

Page  54  -  The  percentage  of  salary  costs  as  it  relates  to  the  paragraph 

beginning,  "Counties  provide  social  service  case  work  ",  this  does 

not  add  to  100%  but  instead  the  county  portion  at  12^%  should  be  changed  to 
12^%  to  equal  100%. 

Page  56  -  It  would  seem  from  statements  made  that  while  funds  are  being  spent 
in  the  community,  that  the  service  delivery  at  the  institution  should  be 
downgraded.   I  believe  this  is  a  false  assumption  and  it  is  only  logical  that 
the  institution  staff  and  services  should  be  upgraded  and  improved  upon. 
Resident  rights  have  and  will  continue  to  be  major  issues  throughout  the 
country  and  I  think  Montana  should  have  learned  from  the  recent  United  States 
Justice  Department  lawsuit  which  we  were  under.   It  is  quite  likely  that  if 
services  were  downgraded,  other  suits  would  be  brought  against  the  state, 
Governor  and  this  institution.   It  is  also  assumed  again  on  this  page,  that 
the  institution  has  been  funded  appropriately.   This  is  not  to  say  of  course, 
that  the  77%  increase  for  the  1975-77  biennium  was  not  well  received,  but  due 
to  past  administrations  being  unable  to  provide  sufficient  services,  this 
is  the  point  we  are  trying  to  make. 

Page  57  -  59  -  The  assumption  is  made  that  the  communities  are  providing 
adequate  services  in  all  cases.   This  is  simply  not  true  and  when  program 
accountability  is  placed  upon  the  communities,  this  hopefully  will  improve 
that  accountability  factor  and  those  clients  who  are  not  being  served 
properly  will  then  receive  proper  services. 

Pages  61  &  62  -  Costs  are  only  averaged  and  as  is  stated  in  the  last  paragraph, 
costs  for  some  of  the  residents  at  the  institution  do  range  from  a  low  of  $6,000 
to  a  high  of  $80,000.   I  don't  believe  it  would  be  feasible  for  the  community 
in  the  case  of  the  $80,000  patient,  to  serve  that  patient  for  any  less.   We  are 
talking  about  a  highly  professional  service  delivery  staff  to  work  with  a 
number  of  individuals  who  have  such  involved  problems  that  behavioral  inter- 
vention is  not  sufficient.    A  highly  skilled  medical  component  which  is  again 
very  costly  is  also  required  for  this  type  of  patient. 
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Page  73  -  75  -  Consideration  should  be  given  to  only  certified  beds  and  the 
type  of  people  to  be  served;  i.e.,  mentally  retarded,  mentally  ill,  etc.  . 

Page  84  -  It  is  assumed  that  enough  is  known  about  what  is  needed  in  the 
community  regarding  service  delivery.   I  think  we  should  not  lose  sight 
of  the  statements  made  by  Dr.  Hamerlynck  relating  that  this  is  a  new  program 
and  that  our  views  are  still  very  much  virgin  like  in  total  understanding  of 
service  delivery. 

Page  3c  -  The  recommendation  of  SRS  controlling  this  institution's  funds  has 
obv_ous  wide-spread  impact  and  should  be  considered  carefully  before  any  such 
move  is  considered. 

Page  87  -  It  would  appear  that  a  problem  is  forthcoming  relating  to  meeting 
specified  goals  relative  to  deinstitutionalization  if  adequate  funds  are 
not  available. 

Page  88  -  Regarding  the  variable  costs,  it  seems  to  us  that  those  are  not 
the  same  figures  that  we  used  in  our  report  to  the  Department  and  would  like 
to  know  what  they  have  included  that  we  did  not. 
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Phone:  727-2931 

Clinical  Offices 

Holiday  Village  Shopping  Center 

Box  2717 

Great  Fai's.  Montana  59403 

Pnone:  761-2100 


Mr.  Phil  Powers , Chief 
Bureau  of  Mental  Health 
1539  11th  Avenue 
Helena,  Montana  5  9601 

RE:   Deinstituionalization  Report  -  Hughes,  Heiss  and  Associates 

Dear  Phil: 

The  Hughes,  Heiss  and  Associates  Deinstitutionalization  Report 
has  been  read  and  the  following  comments  are  being  made  for  your 
consideration. 

With  reference  to  target  setting,  indicated  on  page  8,  there  is 
partial  truth  to  some  of  the  comments  made,  but  not  entirely. 
The  Regional  Mental  Health  Centers  and  Warm  Springs  State 
Hospital  Regional  Staff  have  met  regularly  and  identified  and 
released  people  from  Warm  Springs  State  Hospital.   Statewide, 
the  population  at  Warm  Springs  State  Hospital  since  1975  to 
the  present  has  been  decreased  from  953  patients  to  544  patients. 

Specific  needs  for  development  of  community  placement  opportunities 
have  been  identified,  but  as  currently  estimated,  the  1977  legislature 
has  not  provided  the  monies  to  develop  sufficient  transitional  care 
facilities  for  the  release  of  further  patients  from  Warm  Springs 
State  Hospital. 

Time  frames  may  not  have  been  as  clearly  established  but  the  patients 
have  been  carefully  placed  in  the  community,  nonetheless.   Merely 
setting  target  dates  does  not  necessarily  provide  good  care  for  people, 

One  huge  failure  in  the  funding  for  placement  of  Warm  Springs  State 
Hospital  patients  was  the  lack  of  seed  money  (as  was  available  for 
developmentally  disabled  patients)  for  the  purchase  of  group  homes. 

The  Hughes,  Heiss  and  Associates  Report  implies  that  payment  to 
existing  mental  health  center  staff  for  deinstitutionalization  is 
not  justified.   This  fails  to  take  into  account  the  mental  health 


REOIOINSAL.  MENTAL  HEALTH  BOAPD 

John  G.  Nesbo.  Chairman,  Commibaonsr.  Toole  County  Leonard  C  JnhnBon.  vice  Chairmen.  Commseoner,  Ponde-»  County 

L  W  Fesbender,  Secnerary-TneaBuner,  Commissioner.  Cascade  County 
John  H  Stephens.  Commissioner.  Blame  County  WJIism  McAip.ne.  Commissioner.  OBOer  County 

Ftoderc  R  Pemer.  Commissioner.  Hi"  C-xjnty  Roy  Good-jii.  Commissioner.  Teton  County 


APPENDIX  D   (24) 

Pago   2 

Mr.  Phil   Powers 
Helena,  Montana 

Re;   Deinstitutionalization  Report  -  Hughes,  Heiss  and  Associates 

needs  of  other  Montana  citizens  and  the  federal  mandate  for  7 
new  and  additional  services  for  people  of  Montana. 

On  page  12,  the  Hughes,  Heiss  and  Associates  Report  states 
"contracting  provisions  call  for  reimbursement  only  for  those 
patients  who  were  institutionalized  on  June  30,  1975  and  sub- 
sequently returned  to  the  community.   As  a  result,  the  centers 
receive  no  reimbursement  for  new  patients  who  are  being  served 
by  the  centers;  who  were  not  institutionalized  because  of  the 
new  mandate  to  treat  people  in  the  least  restrictive  setting 
possible;  and  who  probably  would  have  been  institutionalized 
during  the  earlier  periods.   This  situation  seems  to  lead  to  two 
problems: 

Community  Mental  Health  Centers  lack  the  financial  resources 
to  place  those  people  in  appropriate,  community  based  service 
settings  (e.g.  group  homes). 

-  As  a  result,  patients  are  held  in  more  restrictive  settings 
at  the  community  level  (for  which  reimbursement  is  possible) 
or  are  sent  to  Warm  Springs." 

The  above  statement  certainly  does  describe  the  situation  as  it 
exists. 

On  page  14,  it  is  pleasing  that  the  Hughes,  Heiss  and  Associates 
Report  quotes  regional  mental  health  personnel  as  identifying  a 
slow-down  in  deinstitutionalization  because  of  lack  of  resources 
to  develop  community  placements.   The  patients  still  remaining  in 
Warm  Springs  State  Hospital  are  more  difficult  to  care  for,  more 
difficult  to  place,  and  more  costly  to  maintain  in  the  community. 

While  the  first  two  paragraphs  on  page  24  are  partially  true,  some 
exception  must  be  taken.   The  Social  Services  Department  at  Warm 
Springs  State  Hospital  does  plan  with  community  mental  health  centers, 
but  in  almost  all  of  the  cases,  mental  health  center  aftercare  teams 
visit  patients  at  Warm  Springs  State  Hospital  and  make  and  carry  out 
specific  placement  arrangements.   Some  of  this  work  is  done  alone 
and  some  in  conjunction  with  Warm  Springs  State  Hospital  Social 
Service  Department  staff. 

There  is  a  group  of  approximately  100  Developmentally  Disabled 
patients  at  Warm  Springs  State  Hospital  that  the  Developmentally 
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Disabled  Program  seemingly  does  not  address  itself  to.   Many 
efforts  have  been  made  to  plan  for  and  develop  a  release  program 
for  these  patients,  but  with  little  success. 

It  is  „greed  that  study  of  the  remaining  patients  at  Warm  Springs 
St^^e  Hospital  would  result  in  a  greater  ability  to  plan  for 
community  level  care,  but  to  imply  that  no  assessment  has  been 
made  is  not  factual. 

While  it  is  partially  true  that  "  coordination  of  client  placement 
services  between  Warm  Springs  State  Hospital  and  the  Regional 
Mental  Health  Centers  needs  improvement  and  strengthening"  (page 
34)  one  of  the  gaps  is  in  the  fact  that  in  practice,  the  courts 
and  private  physicians  can  have  patients  committed  to  Warm  Springs 
State  Hospital  without  contacting  the  community  mental  health 
centers.   This  means  the  centers  have  no  control  over  patient  flow. 
Another  gap  (as  indicated  on  page  12  of  the  Hughes,  Heiss  and 
Associates  Report)  is  lack  of  funding  by  the  legislature  of  group 
home  s . 

On  page  36  (shortages  in  key  professional  personnel  may  impact 
the  progress  of  the  deinstitutionalization  program),  the  Hughes, 
Heiss  and  Associates  Report  is  true  but  it  doesn't  go  far  enough 
and  say  that  a  major  difficulty  in  attracting  and  retaining  mental 
health  professionals  is  inadequate  salary  levels,  and  particularly 
for  psychiatrists. 

While  there  is  difficulty  in  completely  accepting  the  statement 
"that  the  mental  health  deinstitutionalization  program  lacks 
definition  and  coordination",  the  following  statement  "and  has 
not  received  funding  comparable  to  that  allotted  to  the  D.  D. 
Deinstitutionalization  Program",  (page  38,  paragraph  3)  is  heartily 
endorsed. 

Community  mental  health  centers  have  felt  "strong  central  management" 
would  have  advocated  more  strongly  with  the  legislature  for  needed 
funding.   As  indicated  on  page  46  of  the  Hughes,  Heiss  and  Associates 
Report,  there  were  40  developmentally  disabled  staff  compared  with 
2  staff  members  at  the  Department  of  Institutions  for  the  Mental 
Health  Deinstitutionalization  Program. 
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Overall,  the  Hughes,  Heiss  and  Associates  evaluation  of 
deinstitutionalization  was  very  well  done.   It  does  high 
light  the  successes  and  the  problems  of  deinstitutionalization 
in  Montana  thus  far. 


Sincerely, 


tEvan  Crandall 
director 

EC/era 


MAY  5      1977     APPENDIX  D    (27) 


'  Wisitrn.  Jy\cntana  J\taioncu. 


T9— Fort  Missoula 
Missoula,  Montana  59801 
May  3,  1977 


iiicd  O" 


m 


M 


itfl 


MEMORANDUM 

TO:  Phil  Powers 

FROM:     G.  Clark  Anderson 

SUBJECT:   Deinstitutionalization  Report  Review 


At  my  request  Mr.  James  Scriver  who  is  responsible  for  this  Center's  Aftercare 
program  and  most  intimately  involved  in  our  deinstitutionalization  efforts  has 
read  the  Hughes,  Heiss,  and  Associates  report.  His  letter  addressed  to  you  is 
attached,  I  have  had  no  opportunity  to  look  at  the  report  personally  but  certainly 
have  confidence  in  Jim's  judgment  and  would  encourage  that  you  give  his  review 
careful  consideration. 


CCA  :1k 

Enclosure 
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T-12  Fort  Missoula  Road 
Missoula,  Montana  59801 
May  3,  1977 


Philip  Powers ,  Chief 
Bureau  of  Mental  Health 
D:.:drtment  of  Institutions 
1539  11th  Avenue 
Helena,  Montana  59601 

Dear  Phil : 

I  am  writing  in  response  to  your  letter  of  April  25,  1977  regarding  the 
deinstitutionalization  report  prepared  by  Hughes,  Heiss,  and  Associates.  I 
have  two  overall  reactions  to  this  report.  First,  I  am  favorably  impressed 
with  the  report  on  the  whole.  It  is  frank,  well  written,  on  the  most  part 
factual  and  accurate,  and  I  believe  written  more  for  public  consumption  rather 
than  for  the  agencies  involved.  My  second  overall  impression  was  that  the  re- 
port was  written  more  from  the  standpoint  of  the  U.D.  program  with  the  mental 
health  programs  being  occasionally  tossed  in  and  being  placed  in  a  minor  or 
secondary  place  of  importance.  The  mental  health  area  was  obviously  not  re- 
searched or  investigated  as  well  as  they  omitted  pertinent  information  which 
was  available  and  I  felt  some  of  the  figures  were  inaccurate. 

Initially,  I  started  out  doing  a  page  by  page  review  and  noting  what  I 
felt  were  to  be  little  inaccuracies  and  places  where  I  thought  the  emphasis 
and  inferences  were  a  little  off.  This,  however,  became  too  tedious  a  chore; 
and,  therefore,  decided  to  concentrate  only  on  those  areas  where  I  felt  there 
were  major  inaccuracies.  The  first  major  inaccuracy,  in  my  opinion,  occurs 
on  page  8  where  the  report  indicates  that  there  were  no  targets  established 
for  mentally  ill  patient  services.  Perhaps  I  am  misinterpreting  this,  but 
frankly,  there  is  nothing  on  page  8  that  I  agree  with.  The  contract  the 
hospital  and  the  centers  entered  into  not  only  designated  the  number  of  patients 
to  be  placed,  but  also  there  were  time  frames  as  well  as  projections  made  by 
the  centers  as  to  the  number  of  patients  to  be  placed  each  month  in  the  regions. 
Also,  specific  individuals  within  the  Department  and  the  centers  were  given 
responsibility  for  meeting  the  legislative  1975  mandate.  I  would,  therefore, 
recommend  that  this  page  be  rewritten. 

The  next  inaccuracy  of  importance  deals  with  funding  and  reimbursing, 
and  occurs  on  pages  11  and  again  on  page  75.  The  report  fails  to  note  that 
the  first  contract  between  the  centers  and  the  hospital  was  for  $12.24  per 
day  per  patient  and  not  $6.05  and  originally  money  was  not  reimbursed  on  a 
monthly  basis;  but  was  done  in  lump  sum  and  quarterly  increments.  The  report 
also  fails  to  note  the  cancellation  of  the  first  contract  and  the  problems 
this  caused  for  the  centers.  I  think  it  would  also  be  well  for  the  report  to 


HAMIL  TON 


KALISPELL 


LIBBY 


MISSOULA 


BON  AN 


THOMPSON  FALLS 


APPENDIX  D  (29) 

Philip  Powers  2  May  3,  1977 

note  that  although  the  centers  would  include  in  their  regular  budgets  to  allow 
for  continuation  of  the  deinstitutionalization  program,  it  is  or  was  up  to  the 
whim  cf  the  legislature  to  appropriate  monies  for  the  aftercare  program  and  that 
the  former  patients  were  in  danger  of  being  stranded  or  having  reduced  services 
if  funding  levels  were  not  adequate. 

On  page  13,  I  feel  tL a  report  shows  evidence  of  poor  information  gathering. 
This  is  in  regards  to  me  section  on  Warm  Springs  which  states  that  "current 
oata  are  insufficient  to  identify  and  quantify  the  proportion  of  discharges  which 
can  be  directly  attributed  to  moving  patients  to  less  restrictive  settings  con- 
sistent with  their  treatment  and   care  needs."  The  data  is  neither  sketchy  nor 
insufficient,  and  I  believe  an  accurate  figure  is  obtainable.  The  report  also 
indicates  that  about  36  people  fall  into  the  category  of  relocating  patients  to 
corr.fni -., v/  based  service  settings  and  alternative  living  situations.  Again,  I 
fiel  this  figure  is  simply  not  true  and  again,  I  feel  this  page  should  be  revised. 

Next,  on  page  17  the  subsection  #4  dealingwith  the  interrelationships  of 
agencies,  fails  to  note  the  relationship  between  D.D.  and  the  mental  health 
centers  at  the  community  level,  and  the  fact  that  these  agencies  share  responsi- 
bility jointly  for  some  of  the  patients  leaving  Warm  Springs  and  entering  D.D. 
facilities. 

On  page  24  it  states  that  the  community  mental  health  centers  provide  for 
all  the  needs  of  patients  from  Warm  Springs  State  Hospital  who  do  not  have  finan- 
cial resources.  This  statement  really  isn't  true  as  this  center  has  only  been 
able  to  do  this  for  temporary  periods  of  time.  We  have  not  been  able  to  provide 
services  to  contract  eligible  patients  who  were  not  subsequently  approved  for 
assistance  to  help  them  meet  their  living  expenses.  In  other  words,  if  a  patient 
wasn't  subsequently  approved  for  SSI  or  had  some  other  type  of  income,  we  could 
not  maintain  them  financially  in  the  community  by  ourselves. 

On  page  25  the  report  notes  that,  "progress  has  apparently  been  more  dramatic 
in  the  D.D.  area  than  with  the  mentally  ill."  Perhaps  it  is  only  my  ego  speaking, 
but  I  really  find  that  statement  objectionable.  In  my  opinion,  the  mental  health 
placement  program  has  gone  smoother,  placed  more  patients,  has  had  better  accept- 
ance in  the  community,  particularly  with  boarding  home  and  nursing  home  operators, 
and  has  operated  with  fewer  staff  and  a  lower  budget  than  the  D.D.  program.  In 
my  book,  the  reverse  of  the  above  statement  is  true.  Where  the  D.D.  program  had 
the  edge  was  in  terms  of  their  group  home  and  sheltered  workshop  capabilities. 

In  a  few  places  in  the  report,  there  is  mention  of  a  slow  down  in  community 
placements  of  institutionalized  patients.  The  report  does  not  give  credit  to 
the  fact  that  perhaps  the  slow  down  is  the  result  of  the  program  being  a  success. 
Speaking  for  Region  V,  part  of  the  reason  for  the  slow  down  is  the  fact  that  WSSH 
has  been  unable  to  provide  patients  to  fill  the  vacancies  that  we  have  in  the 
region. 

On  page  33,  Section  III,  it  states  that  managment  and  control  systems  are 
not  as  clearly  developed  within  the  mental  health  deinstitutionalized  program 
and,  also,  that  lack  of  progress  can  be  partially  attributed  to  lack  of  coordin- 
ation between  the  Department  of  Institutions,  Warm  Springs  State  Hospital,  and 
the  community  mental  health  centers.  I  do  not  feel  that  either  one  of  these 
statements  is  correct.  In  the  first  place,  I  feel  we  have  control  systems  which 
are  sufficient  and  adequate  to  meet  the  needs  of  the  program  and  that  there  is 
good  coordination  between  the  state  office,  the  hospital  and  the  centers.   It  is 
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true  that  we  do  not  always  agree  and  that  periodically  we  have  to  make  modi- 
fications and  changes,  but  that  doesn't  mean  a  lack  of  coordination. 


In  closing,  I  note  that  periodically  throughout 
larly  on  page  40,  potshots  are  taken  at  the  inadequac 
central  office  management  at  the  state  level.  Althou 
ed  at  the  central  office  at  times,  I  feel  that  some  o 
ments  made  in  the  report  are  neither  fair  nor  justifi 
there  has  been  a  lack  of  interest  or  a  lack'  of  "push" 
office  management;  but  instead,  there  has  existed  an 
budgeted  office  lacking  in  the  tools  and  resources  to 
I  think  the  report  would  do  well  to  review  and  modify 
and  inferences  and  put  more  emphasis  on  the  success  a 
of  the  handicaps. 

Sincerely, 


the  report,  and  parti cu- 
ies  and  weaknesses  of  the 
gh  I  certainly  get  annoy- 

.he  inferences  and  state- 
ed.  I  have  never  felt 
on  the  part  of  the  central 
understaffed  and  under- 
do the  job  it  wants  to  do. 
some  of  the  statements 
nd  progress  achieved  inspite 


dames  W.  Scfiver,  ACSW,  Director 
Precare  &  Aftercare  Services 
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PHONE  406-538-9558 


Curt  Chisholra,  Assistant  to  Director 
Department  of  Institutions 
1539  Hth  Avenue 
Helena,  Montana   59601 


Dear  Curt 


The  "Deinstitutionalization  Report"  by  Hughes,  Heis  &  Associates 
seeras  to  cover  the  problems  properly  and  since  it  involves  the  Center 
only  slightly,  I  have  nothing  to  argue  for  or  against. 

I  do  feel  that  the  report  treats  Developmental ly  Disabled  more 
thoroughly  than  it  does  Mental  Health.  Because  of  this,  they  report  on 
all  that  is  dene  for  DD  and  then  criticize  institutions  for  not  doing 
mere  with  Mental  Health.  The  amounts  of  moneys  spent  on  the  two  are  not 
that  much  different,  so  I  feel  that  the  two  areas  must  be  doing  about  the 
same  things.  They  were  somewhat  critical  of  institutions  not  doing  as 
much  as  they  should  in  discharge  plans  or  that  the  mental  health  centers 
did  not  react  agressively  but  they  did  not  mention  that  communities 
did  net  respond  as  they  should  have,  especially  the  counties  with  funding 
or  personal  involvement. 

This  does  not  help  ycu  much  with  your  response,  Curt,  but  it  is  my 
reaction  to  the  facts  in  the  report. 


Sincerely, 


(MTPEflfr 

MAY  1  0  1977 

DEPT.  OF  INSTITUTIONS 


.    L4MW&L 


Nickolas  J.    Cero\gki 
Superintendent 
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To         Curt  Chisholm  Date:    May  3,  1977 

Assistant  to  the  Director 

From       Ronald  C.  Phelps   •     / 
Hospital  Administrator^' 

SliDj'ec!     Hughes,  Heis  &  Associates  -  Deinstitutionalization  Report 

Curt,  I  am  writing  to  offer  my  comments  regarding  the  subject  report. 
The  one  area  contained  in  the  report  in  which  I  have  some  expertise 
pertains  to  reimbursement  opportunities  at  Warm  Springs  State  Hospital. 
On  page  71  the  report  indicates  that  Medicare  and  Medicaid  reimburse- 
ments suffer  from  two  primary  problems.   The  first  relates  to  the  dif- 
ficulty in  collecting  and  documenting  chargeable  expenses.   The  second 
major  problem  area  they  specify  is  the  allocation  of  certified  beds  to 
certified  patients.  This  particular  portion  of  their  analysis  is,  in  my 
mind,  off  kilter.  The  two  items  they  mention  are  problems,  but  are 
substantially  overshadowed  by  the  age  discrimination  problem  which  is 
experienced  in  any  institution  for  mental  diseases.   I  have  attached  an 
analysis  of  this  problem  that  I  completed  some  time  ago  which  explains 
the  obstacles  to  maximizing  reimbursement  that  are  confronted  by  any 
institution  for  mental  diseases.   The  problem  of  not  being  able  to  claim 
Medicaid  or  Medicare  reimbursement  for  patients  under  65  years  of  age  is 
the  primary  reason  for  the  small  reimbursement  income  generated  by  Warm 
Springs  State  Hospital.   It  has  very  little  to  do  with  the  two  items 
mentioned  by  Hughes,  Heis  &  Associates. 

As  a  further  comment,  although  one  that  is  not  as  germane  as  the  fore- 
going, I  was  somewhat  surprised  to  read  on  page  7  of  the  report  that  a 
statement  of  DD  deinstitutionalization  program  direction  was  signed  by 
the.  Governor  and  involved  Department  heads  on  February  1,  1977.   I  was 
particularly  confused  about  the  conditions  of  that  agreement  that  were 
enumerated  in  this  report.   I  have  seen  no  data  to  indicate  base  line  DD 
population  as  a  result  of  that  agreement,  but  more  interesting  from  my 
point  of  view  is  the  statement  that  the  agreement  provides  for  the 
transfer  of  some  non-ambulatory  care  patients  from  BRSH  to  state  owned 
and  operated  nursing  homes.   I  would  like  to  know  more  explicit  data 
regarding  that  statement  since  there  are  no  state  owned  and  operated 
nursing  homes  that  have  the  capability  to  support  non-ambulatory  care 
patients  with  the  exception  of  Eastmont  Training  School,  which  is,  as 
you  know,  not  a  7-day  facility.   I  did  mention  this  particular  portion 
of  the  report  in  a  conversation  with  Larry  Zanto.   He  indicated  that 
this  portion  of  the  report  might  be  erroneous  since  the  agreement  that 
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was  eventually  signed  by  the  Governor  and  the  Department  heads  did  not 
contain  some  of  the  information  so  stipulated  in  this  report.   That 
being  the  case,  we  might,  need  further  clarification  as  that  agreement 
would  relate  to  development  of  the  Billings  long  term  care  facility. 

General  comments  regarding  the  Hughes,  Heis  report  are  that  it  is  an  MBO 
approach  to  management  of  DD  populations.   Basically,  the  report  con- 
tains the  skeleton  of  MBO  such  as  setting  targets,  negotiating  targets, 
and  other  related  strategies.   Unfortunately,  in  adapting  an  MBO  system 
to  any  management  problem,  there  must  also  be  some  underlying  assump- 
tions about  the  people  with  whom  these  plans  must  be  made.   It  is  impor- 
tant, as  the  report  does,  to  speak  of  target  setting  and  negotiating 
goals  and  getting  feedback  on  goals  and  evaluating  programs.   However, 
*-.he  report  also  seems  to  perpetuate  the  idea  that  institutions,  partic- 
ularly Central  Office,  has  been  unresponsive  to  planning  and  development 
needs.   It  goes  on  to  say  that  perhaps  certain  functions  should  be 
vested  in  the  Office  of  Budget  and  Program  Planning  rather  than  the 
Department  of  Institutions  due  to  this  alleged  reluctance  on  the  De- 
partment of  Institutions1  part  to  act  promptly.  The  underlying  assump- 
tion is  that  the  Department  of  Institutions  Central  Office  doesn't  have 
the  capability  to  diligently  pursue  the  goal  of  deinstitutionalization. 
This  assumption,  at  the  initial  stages  of  any  MBO  program,  essentially 
destroys  the  subsequent  efficacy  of  the  program  that  they  recommend. 
Management  by  objectives  is  a  system  that  is  predicated  on  a  theory  that 
individuals  are  not  lazy,  are  not  indolent,  and  will  not  thwart  goals. 
However,  the  body  of  this  report  reflects  the  assumption  that  Central 
Office  will  do  exactly  that,  therefore,  I  must  say  that  although  the 
analysis  of  the  deinstitutionalization  is  relatively  complete,  the 
assumptions  and  innuendo  do  nothing  more  than  perpetuate  the  "Whipping 
Boy  Syndrome"  that  has  characterized  the  Department  of  Institutions 
since  I  have  been  associated  with  it. 
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November  1,  1976 


She"  don  Gel  man  .         _.;.      ..':.  ••. 
Assistant  Deputy  Public  Advocate 
Department  of  the  PubMc  Advocate 
Division  of  Mental  Health  Advocacy 

P.O.  Box  141      •',."..'-.■■■;.'.  -/-      .-. '■  '_  '  ": 
Trenton,  New  Jersey  03625   r.;,.    -.  V: 

Dear  Mr.  Gelman:  ^ -A  "<  "<:.> ]".-  -  AA  A--.:A 

I  was  pleased  to  learn  of  your  involvement  in  the  medica1d/SSd  morass.  Although   -  i 
I've  been  1n  the  state's  employ  a  short  time,  I  am  familiar  with  the  discrimination  ..- 
problems  cited  in  your  letter.  At  present,  they  affect  only  one  of  Montana's;    -:  - 
institutions,  Warm  Springs  State  Hospital.    . .  r  ■;."-/...  :  ••.  .•  '.    t^i-'-V?' 

Warm  Springs  State  Hospital  is  the  state  mental  facility  but  oddly  enough  it  1s  '. 
not  licensed  as  a  psychiatric  hospital  but  rather  as  a  medical  -  surgical  hospital.  . 
Other  units  have  been  certified  as  intermediate  care  and  skilled  nursing  facilities. 
The  licensure  enables  us  to  avert  the  requirement  for  JCAH  accreditation  as  a  con-  A . 
dition  of  Medicaid  eligibility.  However,  the  fundamental  character  of  the  1nst1tu-: 
tion  has  been  construed  to  be  that  of  an  "institution  for  mental  diseases."  As  a .--... 
rest; it/resi dents  between  the  ages  of  21  and  65  are  ineligible  for  Medicaid  payments. - 

1  have  recommended  a  reorganization  of  Warm  Springs  State  Hospital  In  conjunction 
with  other  institutions  that  would  enable  us  to  avert  the  age  restriction  and  receive 
Medicaid  payments  for  residents  between  ages  21  and  65.  Essentially,  it  consists  . 
of  changing  the  fundamental  nature  of  the  institution  to  coincide  with  a  conventional 
community  hospital.  This  would  require  that  fewer  than  502  of  the  Institution's 
patients  be  mentally  111  or  suffer  from  tuberculosis.  Licensure  would  be  obtained 
as  a  medical-surgical  hospital  with  psychiatric  treatment  units  providing  treatment 
for  mentally  ill  patients.  Since  the  psychiatric  units  would  be  part  of  the  medical- 
surgical  hospital,  patients  would  not  be  subject  to  federal  participation  restrictions 
for  the  21-65  age  group 


I  wish  you  every  succec: 
on  future  developments. 


1th  the  legal  proceeding  and  would  appreciate  information 


Sincerely, 


RP:jw 


Ron  Phelps 

Hospital  Administrator 
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PLEASE  GIVE  NAME  OF  PATIENT 


hi     C.    XANTHOPOULOa.    M.D.  VISITING   HOURS 

SUPERINTENDENT  WAKM    Sf'l'fl  NGS  .     MONTANA    59756  911  A.M.  1-4  P.M.  DAILY 


May  10 ,  1977 


Mr.  Lawrence  Zanto,  Director 

Montana  State  Department  of  Institutions 


C'C 


i  .  J 


11th  Avenue 


Helena,  Montana   59601 

ATTN:  Curt  Ch is holm 

Assistant  to  the  Director 

Dear  Mr.  Zanto: 

Enclosed  is  a  summary  of  our  reactions  to  the  Deinstitutionalization 
Report  draft  submitted  by  Hughes,  Hyatt  and  Associates.  Although 
we  have  pinpointed  certain  deficiencies  in  the  report,  the  con- 
census of  the  Warm  Springs  State  Hospital  staff  members  involved 
in  scrutinizing  the  report  content  was  that  the  strengths  of  the 
Deinstitutionalization  Report  far  outweigh  the  weaknesses. 

The  Warm  Springs  State  Hospital  Fiscal  Office  will  be  reviewing 
the  Deinstitutionalization  Report  from  the  perspective  of  cost 
analysis  and  will  forward  the  results  of  this  analysis  to  your 
office  within  the  near  future. 

Sincerely, 

Vl_  C  .  X  c^Q^ — a^f  #  e\  £&  . 

H.C.  Xanthopoulos,  M.D. 
Superintendent 

HCX:sj 

£nc. 

cc:     Richard  Moore  W*V*foVR*am9* 


Richard  Fanestil 


MAY  1 1  1977 

SEPT.  OF  INSTITUTIONS 
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WARM  SPRINGS  STATE  HOSPITAL 
WARM  SPRINGS,  MONTANA 

MEMORANDUM 
May  6,  1977 


TO:        H.C.  Xanthopoulos,  M.D. 
Superintendent 

FROM:  Richard  T.  Moore 

Hospital   Administrator 


l^-JL     T    U 


n. 
Gregory  Jacobs,  ACSW,  Director-]} 

Social  Services  fh' 

Richard  Fanestil       /  ^ 
Administrative  Officer  Z^rrf./T 

RE:        Deinstitutionalization  Report  -  Hughes,  Hyatt  &  Associates 

During  the  past  week,  we  have  had  the  opportunity  to  review,  in  depth,  the  dein- 
stitutionalization report  draft,  dated  March  31,  1977,  as  prepared  by  Hughes, 
Hyatt  &  Associates.  The  following  comments  are  considered  pertinent  to  our 
analysis  of  the  Deinstitutionalization  Report  content: 

Strengths  of  the  Deinstitutionalization  Report: 

1.  Many  asoects  of  the  Deinstitutionalization  Report  have  merit,  e.g. 
the  identification  of  fixed,  semi-variable  and  variable  costs  of 
institutional  operation. 

2.  The  identification  of  "deinstitutionalization"  program  v/eaknesses 
associated  with  lack  of  planning. 

3.  Identification  of  deficiencies  contained  within  the  Warm  Springs 
State  Hospital—Community  Mental  Health  Center  contracts. 

Deficiencies  of  the  Deinstitutionalization  Report: 

1.   The  meaning  of  "deinstitutionalization",  particularly  as  deinstitution- 
alization applies  to  Warm  Springs  State  Hosnital  is  not  defined. 
"Deinstitutionalization"  is  a  word  with  both  positive  and  negative 
connotations.  If  "deinstitutionalization"  means  careful  evaluation 
preceding  placement  in  a  least  restrictive  alternative,  the  connotation 
would  be  positive.  However,  if  the  premise  is  that  all  institution- 
alization is  bad,  the  connotation  would  be  negative  because  institutions 
do  serve  a  constructive  purpose  as  emphasized  by  the  recent  psychiatric 
literature.  What  is  the  meaning  of  "deinstitutionalization"  within 
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the  report  context?  The  purposes,  goals  and  objectives  of  "deinstitution- 
alization" h?.ve  not  been  communicated  to  the  institutional  directors. 
Likewise,  the  value  of  "deinstitutionalization"  in  terms  of  outcome  for 
patients  has  not  been  evaluated. 

2.  Throughout  the  deinstitutionalization  report,  frequent  references  have 
been  made  to  SB  377.  as  a  legislative  mandate  to  deinstitutionalize. 
In  point-of-fact,  deinstitutionalization,  with  reference  to  the  nega- 
tive connotation,  was  not  the  intent  of  SB  377. 

3.  The  high  cost  of  consultants. 

4.  With  reference  to  consolidation  and  the  relationship  of  institutional 
vs,  community  treatment,  cost  data  do  not  recognize  issues,  such  as 
placement  of  patients  by  sex,  severity  cf  mental  disorder,  diagnosis, 
and  the  need  for  "open  vs.  closed"  livinq  environments.  The  subsistence 
levels  for  care  and  custody  needs  were  grossly  understated. 

5.  Community  placement  cost  data  appeared  vague  and  inaccurate. 

6.  The  language  employed  in  the  Deinstitutionalization  Report  led  to  the 
confusion  of  mental  illness  and  developmental  disability  concepts. 
There  was  too  much  emphasi-  placed  on  attempting  to  interrelate 
developmental  disability  and  mental  health  statistics.  False  diagnostic 
groupings,  leading  to  erroneous  conclusions,  resulted  from  the  inter- 
mixing of  mental  health  and  developmental  disability  language  and  con- 
cepts. 

7.  The  Deinstitutionalization  Report  tends  to  ignore  individualized  treat- 
ment, mandated  by  SB  377,  as  individualized  treatment  relates  to 
staff/patient  ratios  and  service  requirements.  Title  80-2401  RCM  1975, 
clearly  states  that  the  functions  of  Warm  Springs  State  Hospital  "are 

the  care  and  treatment  of  mentally  ill  persons"  —  "deinstitutionalization" 
is  not  mentioned  as  a  mandated  function  of  Warm  Springs  State  Hospital. 

8.  The  Deinstitutionalization  Report  frequently  mentions  lack  of  coordination 
between  Warm  Springs  State  Hospital  and  the  Community  Mental  Health 
Centers;  however,  this  suoposed  lack  of  coordination  is  not  adeguately 
documented.  In  point-of-fact,  coordination  has  improved  tremendously 
through  such  devices  as  the  Warm  Springs  State  Hospital /Community  Mental 
Health  Centers  contracts  and  regular,  direct  sharing  of  information 
during  the  coordination  meetings  between  Warm  Springs  State  Hospital  and 
the  Community  Mental  Health  Centers'  staff. 

9.  Inadequate  recognition  of  staffing  problems  likely  to  result  from  reduced 
legislative  appropriations  durinq  the  1977  Montana  State  Legislative 
Session.  The  reduced  appropriations  may  detrimentally  affect  recruit- 
ment of  professional  mental  health  workers  at  both  the  institutions  and 
community  mental  health  centers  levels.  Work  applications  from  profession- 
ally qualified  mental  health  workers  may  decline  when  potential  applicants 
discover  that  Montana  support  for  mental  health  programs  experienced  severe 
cutbacks  in  the  last  Legislative  Session. 
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10.  The  focal  point  in  the  section  on  recommendations  is  not  viable  under 
the  fixed  budget  concept  of  municipal  accounting. 

11.  There  are  references  to  high  level  policy  decisions  (e.g.  p.  7)  which 
apparently  did  not  filter  down  to  institutional  personnel  who  would 
logically  have  been  involved  in  the  deinstitutionalization  program 
implementation. 
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181  SECOND  AVENUE,  SUITE  319 

POST  OFFICE  BOX  1879 

SAN  MATEO,  CALIFORNIA  94401 

14151  343     4508 

August   15,     1977 


Mr.    Ted  Clack 
Office  of  Budget  and 
Program  Planning 
State  of  Montana 
State  Capitol  Building 
Heiena,   Montana  59601 

Dear  Ted: 

This  letter  represents  our  reply  to  various  comments  made  by  SRS 
and  the  Department  of  Institutions  regarding  the  draft  final  report  on  the 
"Management  and  Financing  Study  of  the  Deinstitutionalization  Program." 
Where  we  felt  it  was  appropriate,   we  revised  our  final  report  to  reflect 
comments  made  by  SRS  and  DI.     Where  we  felt  changes  were  not  warranted, 
we  are  using  the  forum  of  this  letter  to  reply  to  selected  comments. 

1.  ZANTOS'    REPLY  -  May  25,    1977 

Comment: 

"The  essential  point  to  be  made  is  that  a  single  evaluation  of 
these  'two  programs'  is  inconsistent  with  the  dual  nature  of 
Montana's  deinstitutionalization  and  is   reported  in  mixed  fashion 
to  considerable  detriment  of  the  mental  health  program  over  the 
DD  program.  " 

Rebuttal:      The  report  made  a  distinct  attempt  to  differentiate  between 
the  two  programs.     It  should  be  noted  we  did  recognize  the  difference 
in  resource  allocations  between  the  two  programs.     However,   the  ab- 
sence of  performance  data,    gaps  in  coordination  among  program  com- 
ponents,   and  the  like  all  point  to  serious  gaps  in  leadership  and  manage- 
ment continuity  throughout  the  mental  health  deinstitutionalization  program. 

Comment: 


"The  Report  (Hughes,    Heiss   &  Associates)  appears  to  address  itself  to 
but  a  single  component  of  the  above  definition,     specifically,  cost  calcula- 
tions related  to  patients  discharged.     Adherence  to  the  broader  definition, 
however,   has  enabled  the  Department  to  coordinate  improved  screening 
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efforts  in  each  catchment  area  throughout  the  state   resulting  in  fewer 
admissions  to  WSSH.  .  .Indeed,    to  comprehend  fully  the  range  of  im- 
proved mental  health  services  in  the  community,  one  must  evaluate 
the  progress  madt  by  the  community  mental  health  centers  in  con- 
verting their  programs  these  past  two  years  from  five  basic  services 
to  thirteen  standard  services  now  provided.      Clearly,    the  basic  premise 
one  makes   regarding  program  efficiency  and  effectiveness  as  well  as 
the  elements  to  be  evaluated  is  going  to  vary  substantially  depending 
upon  which  definition  of  deinstitutionalization  is  employed. 

Rebuttal;    Page  1  of  our  report,   I  feel,    addresses  both  components 
of  deinstitutionalization.     In  terms  of  our  focus  in  the  report,   we  do 
not    present  cost  calculations  in  terms   of  patients  discharged.     Instead, 
it  was  our  intent  to  analyze  the  relative  cost  of  treating  patients  in 
institutions  as  opposed  to  the  community  setting  to  assess  the  relative 
cost  impact  on  the  State  given  different  funding  mixes  as  well  as  service 
costs.     I  feel  Mr.    Zantos  missed  the  point  of  the  analysis. 

Comment: 

The    quantitative  data  at  our  disposal,   which  demonstrates  that  404 
patients  were  returned  to  the  community    (a  less   restrictive  environ- 
ment) during  a  two-year  period  from  1975-77  with  an  extremely  low 
recidivism  rate  (none  in  some  catchment  areas),    does  not  relate  to 
the  subjective  comments  made  in  the  report  relative  to  program  success. 
The  report  lacks  documentation  of  these  subjective  finding.    From  a 
practical  viewpoint,    the  "proof  of  the  pudding"  is  in  whether  the  program 
has   reduced  the  number  of  institutionalized  patients;  has   reduced  the 
number  of  intakes  or  inappropriately  placed  citizens  at  WSSH;  and  has 
improved  services  to  those  patients   remaining  at  the  institution. 
Utilizing  this  basic  criteria  of  success,  we  submit  that  the  program  is 
working. 

Rebuttal;     During  the  time  of  our  data  collection  activities  (November 
1976   -  February  1977),   we  found  it  virtually  impossible  to  document 
accurately  program  impact  in  the  mental  health  area.     Statistics  avail- 
able from  various  sources  within  the  Department  of  Institutions  disagreed 
with  each  other  and  all  data  maintained  at  the  DI  level  disagreed  with 
data  available  from  the  mental  health  centers.     Based  on  such  confusion 
and  inaccuracy,   we  concluded  the  following: 
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Accurate  monitoring  of  program  impact  and  progress  by  DI 
would  be  virtually  impossible  given  the  lack  of  data  and 
effective  monitoring  and  evaluation  systems. 

We  would  attempt  to  quantify  program  impact  to  the  extent  we 
could  by  using  limited  available  data  sources. 

Thus,  Mr.  Zantos1  comments  about  documenting  subjective  findings 
are  well  taken.  However,  in  the  absence  of  accurate  data,  the  find- 
ings could  be  no  more  than  subjective. 

Comment: 

Throughout  the  report  a  high  priority  is  given  to  the  need  for  centralized 
control.     This  factor  is  fundamental  to  proper  management  of  dein- 
stitutionalization as  indicated  in  the  report  but  is  a  much  more  complex 
issue  than  is  suggested  by  the   report  .     It  has  been  our  experience  that 
neither  strong  central  control  nor  independent  local  control  provides 
a  workable  model  for  deinstitutionalization  at  this  time.      Rather,    as 
modern  management  practice  strongly  supports,  the  concept  that  con- 
trol and  decision-making  should  be  kept  as  close  as  possible  to  the 
point  of  production  has  to  be  acknowledged  if  the  program  is  to  be 
supported  at  WSSH  and  at  the  local  community  mental  health  center. 
Both  hospital  and  center  aftercare  staffs  have  repeatedly  commented 
that  a  strength  of  the  mental  health  deinstitutionalization  process  has 
been  the  willingness  of  state  staff  to  share  appropriate  aspects  of 
statistical,    fiscal,  and  program  development  with  those  directly  involved. 
This  sensitive  give-and-take  is  consistent  with  both  the  principle  of 
responsible  state  administration  and  the  principle  of  community  control 
of  mental  health  programs. 

Rebuttal:     We  refer  not  to  "central  control"  but  a  two  fold  approach 
involving  leadership  and  establishment  of  a  financial  mechanism  to 
adjust  resource  allocation  to  encourage  achievement  of  deinstitutionaliza- 
tion program  objectives.     Based  on  our  review,   we  found  that  leadership 
lacking  at  the  state  level  (e.g.    DI)  with  such  symptoms  as  absence  of 
program  cost  and  performance  data;  absence  of  realistic  funding  realloca- 
tion devices  between  WSSH  and  the  mental  health  centers;  absence  of 
institutional  cost  data;  and  the  absence  of  a  coherent  approach  for 
monitoring  and  stimulating  progress  from  one  central  point  indicating 
that  lack  of  leadership. 
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2.  WSSH  COMMENTS  -  May  19,    1977 

Comment; 

With  reference  to  consolidation  and  the  relationship  of  institutional 
vs.    community  treatment,    cost  data  do  not  recognize  issues,    such 
as  placement  of  patients  by  sex,    severity  of  mental  disorder,    diagnosis, 
and  the  need  for  "open  vs.    closed"  living  environments.     The  subsist- 
ence levels  for  care  and  custody  needs  were  grossly  understated. 

P„ebuttal:     Do  not  understand  the  comment,    subsistence  level  costs 


may  be  understated,    but  were  developed  from  WSSH  data. 

Comment; 

Community  placement  cost  data  appeared  vague  and  inaccurate. 

Rebuttal;    No  data  available  from  anyone  in  program,    either  at  DI 
or  WSSH.     The  data  displayed  regarding  cost  of  maintaining  a  patient 
in  the  community  were  developed  based  on  data  available  through  the 
Billings  Center  and  modified  based  on  interview  results  and  analysis. 
If  they  are  inaccurate,   we  respectfully  request  WSSH  staff  to  point 
out  the  inaccuracies  and  provide  more  accurate  data. 

Comment: 

The  Deinstitutionalization  Report  frequently  mentions  lack  of  coordina- 
tion between  Warm  Springs  State  Hospital  and  the  Community  Mental 
Health  Centers;  however,   this  supposed  lack  of  coordination  is  not 
adequately  documented.     In  point-of-fact,    coordination  has  improved 
tremendously  through  such  devices  as  the  Warm  Springs  State 
Hospital /Community  Mental  Health  Centers  contracts  and  regular, 
direct  sharing  of  information  during  the  coordination  meetings  between 
Warm  Springs  State  Hospital  and  the   Community  Mental  Health  Centers' 
staff. 

Rebuttal:     Comments  are  based  on  the  results  of  interviews  with  WSSH 


staff  and  Community  Mental  Health  Center  staff  and  were  summarized  in 
the  report. 
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Comment: 


The  focal  point  in  the  section  on  recommendations  is  not  viable  under 
the  fixed  budget  concept  of  municipal  accounting. 

Rebuttal:     "The  fixed  budget"  concept  is  not  the  only  approach  to 
municipal  accounting.     Many  public  jurisdictions  operate  under  a 
quarterly  or  semi-annual  allocation  plan  under  which  budgeted  resources 
are  allocated/released  based  on  program  performance  or  shift  in 
service  needs.     We  are  proposing  a  modification  of  the  allocation 
approach. 

SRS/DD  COMMENTS 


Comments : 

All  those  related  to  refining  deinstitutionalization  targets  noted  in  Page 
7  of  the  draft  report. 

Rebuttal:     The  role  of  the  OBPP  was  documented  based  on  the  review 


of  several  memos  available  in  OBPP;  interview  comments  of  several 
DDD  staff;  and  interview  comments  by  DDD  staff. 

Comment: 

Page  8:    Statement  at  top  of  page  is  not  correct,    however,   it  may 
appear  that  way.     Neither  BR&H  or  DDD  can  set  goals  for  the  other 
party.     This  must  be  negotiated.     This   occured  at  the  session  in  1975. 
Major  changes  occurred  in  top  level  staff  who  would  not  agree  to 
original  agreements.     Therefore,    DDD  tried  to  force  arbitration  by 
an  external  group  mainly  the  Governor's  Office.     In  addition,   even 
through  informally,    regions  have  set  their  own  goals  and  targets.     It 
must  be  realized  that  a  community,    at  that  point  in  time,   functioned 
differently  than  a  state  agency. 

Rebuttal:      Our  point  was  that  external  pressure  was  required  to  get 
goals  defined  and,   while  we  recognize  the  managers  of  DDD  and  BRS&H 
are  autonomous,   we  also  feel  not  much   leadership  was  exercised  in 
either  camp  to  negotiate  and  refine  targets. 
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Comment: 

Page  12:    Section  3  is  misleading.     Statements  made  may  be  true  for 
WSSK  but  they  are  not  true  for  BRS&tH.     This  can  be  seen  by  figures 
on  page   15.     The  funding  allowed  for  more  severly  handicapped  persons 
to  be  placed  who  may  not  have  been  maintained  without  development 
of  services  to  meet  their  special  needs.      (It  should  be  pointed  out  that 
transfers  of  persons  from  WSSH  to  Galen  are  illegal  and  have  added 
more  confusion  to  the  determination  of  who  is  developmentally  disabled 
and  in  which  institution  they  reside.  ) 

Rebuttal:       Why  is  the  section  misleading?     At  the  time  of  our  visit, 
both  interviews  and  available  statistics  indicated: 

Populations  had  been  sharply  reduced. 

Toward  the  fall  of  1976,    DD  placements  slowed  as  more  pro- 
foundly retarded  individuals  made  up  a  greater  proportion  of 
the  BRS&H  population. 

Comment: 

It  is  true  that  community  services  to  meet  the  needs  of  severely  multi- 
handicapped  persons  are  limited.     This  is  because  they  have  not  yet 
been  developed.     Service  providers  say  they  can  meet  these  persons' 
needs  if  given  necessary  support  in  terms  of  funding  and  training. 
Placements  have  slowed  for  two  reasons.     One,   the  commitment  for 
adults  from  BRS&H  had  been  met,   thus,    development  stopped  in  this 
area.     Development  stopped  due  to  lack  of  resources   -  not  capability. 
The  other  reason  was  the  transfer  of  attention  from  adult  services  to 
family  and  children.     This  was  virtually  a  new  service  and  therefore, 
required  more  development  time.     The  community  organization  portion 
is  usually  the  longest  and  shows  the  least  obvious  results.     However,    it 
is  thought  to  be  essential  that  this  occur  if  the  programs  are  to  be 
successful  in  the  long-run. 

Rebuttal:       The  second  part  of  our  comment  on  page  17  is  not  addressed 
by  the  above  comment,    and  that  is  whether  or  not  adequate  services 
can  be  cost -effectively  developed.     We  feel  this  is  a  question  that  the 
DDD  had  not  yet  answered  at  the  time  of  our  study. 
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Comment: 

Slow  down  in  placements  indicate  lack  of  funding  and  staff  resources 
necessary  to  design  new  services. 

Rebuttal:    It  seems  the  general  tenure  of  most  DDD  comments  relates 
to  need  for  more  funding,     While  this  may  be  a  relevant  concern,   we 
feel  there  are  several  others  which  are  germane: 

Based  on  our  field  interviews,  it  seemed  DDD  regional  staff 
were  underutilized.     This  would  seem  to  lead  to  some  questions 
about  shortages  in  staff  resources. 

We  feel  that  the  DDD  needs  to  further  analyze  the  cost -effectiveness 
of  placing  the  most  severely  retarded  in  the  community  and 
achieve  some  closure  regarding,    given  the  availability  of  com- 
munity services  currently  in  Montana  (and  the  practicality  of 
generating  them),   the  type  of  DD  individuals  who  can  be  dein- 
stitutionalized.    We  feel  that  this  is  an  issue  that  must  be 
resolved,   and  at  the  time  of  the  study,   we  saw  no  steps  being 
taken  to  resolve  it. 

Comment: 

The  division  is  not  aware  of  a  shortage  of  medical  personnel  but  a 
shortage  of  medical  personnel  with  appropriate  abilities.     Physical 
therapy  is  the  most  difficult  to  meet.     The  division  does  have  a  con- 
tract to  provide  this  service  on  a  statewide  basis.     Of  greater  need 
to  developmentally  disabled  is  the  ability  to  continue  to  recruit  and 
train  all  kinds  of  staff.     Most  areas  encourage  additional  training.     The 
division  can  see  no  need  for  psychiatrists  in  the  area  of  developmental 
disabilities.     Qualified  staff  is  a  critical  issue  which  needs  continual 
attention  whether  in  an  institution,    small  or  large,    or  a  community 
program  be  it  rural  or  urban. 

Rebuttal:     This  is  exactly  our  point  and  we  feel,  a  major  consideration 
in  the  determination  of  how  practical  it  is  to  serve  all  DD  individuals 
at  the  community  level. 

Comment:     Cost  figures  vary  for  community  services.     Developmental 
Disabilities  Division  has  developed  a  different  set  of  figures  which 
include  additional  costs  which  more  accurately  reflect  costs  for  com- 
parison to  the  institutions. 
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Rebuttal:     We  recognize  this  and  had  access  to  the  DDD  figures.     We 
felt,   to  some  extent,    the  costs  we  saw  overstated  community  level 
costs.     For  example,  they  included  per  capita  costs  for  such  municipal 
services  as  fire  service.     Such  costs  are  not  sensitive  to  small 
population  shifts  and  thus  are  not  relevant  in  computing  estimated 
costs  of  serving  DD  individuals  in  the  community. 


Iiope  you  will  find  these  comments  useful.     If  you  have  any  questions, 
please  call  me. 


Sincerely  yours, 


John  W.    Heiss  HUGHES,   HEISS  &  ASSOCIATES 

Principal 


